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ABSTRACT

Objective: Studies focusing on the impact of caregiving for older adult home-dwelling patients with cancer in the palliative
phase, particularly the burdens on different family caregiver groups, are limited. The objective of this study was to assess and
compare caregiver reactions and social provisions among different family caregiver groups in Norway.
Methods: The sample consisted of 58 family members caring for 26 home-dwelling older adult patients with advanced cancer.
The Caregiver Reaction Assessment and Social Provisions Scale were used to assess the caregiver reactions and social support,
respectively. The analyses were performed using descriptive statistics.
Results: Significant differences were revealed between the family caregiver groups in the following three dimensions of the
Caregiver Reaction Assessment: impact on schedule, lack of family support and impact on health. Significant differences were
revealed between the family caregiver groups in the following two dimensions of the Social Provisions Scale: nurturance and
attachment.
Conclusions: In our study, children and children-in-law caring for widowed patients and spouses were the most vulnerable
family caregivers. We recommend assessing the caregiver situation of all available family members caring for older adult patients
with advanced cancer to identify the most vulnerable caregivers.

Key Words: Caregiver reaction, Social provisions, Family relationship, Family caregiver group, Cancer, Palliative phase

1. INTRODUCTION
Cancer can be divided into two overall phases, i.e., the cura-
tive phase and palliative phase. The palliative phase typically
“starts with the recognition of incurable disease and continues
until the patient dies”.[1] Three-quarters of all patients with

cancer in the palliative phase are 65 years old or older.[2, 3]

The increased number of older adults, longer survival, health
care policies that emphasize community care[4, 5] and the
patients’ wishes to remain at home even during the pallia-
tive phase[6, 7] place heavy demands on family caregivers.
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Due to comorbidities, these demands can be physical, social,
emotional and financial.[8, 9]

The patient’s situation and ability to remain at home are de-
termined by access to support and care, family caregivers’
ability to provide such support and care,[10] and family care-
givers’ experience with caregiving.[11] Older adult patients
may have lost their spouses, or their spouses may be frail
and unable to provide care. Therefore, children and/or other
close family members are given more caregiving responsibil-
ity.[8] Caregiving may physically, psychologically, socially
and existentially affect the caregivers.[5, 11] Caregiving can
have positive effects, such as the promotion of maturation
and growth.[5] However, caregiving is also associated with
negative effects, such as stress, anxiety, depression, fatigue,
family conflict and health problems.[12, 13] Negative caregiver
reaction is described as: “a multidimensional biopsychoso-
cial reaction resulting from an imbalance of care demands
relative to the caregivers’ personal time, social roles, phys-
ical and emotional states, financial resources, and formal
care resources given the other multiple roles they fulfill” (s.
1106).[14]

Several measures have been developed to assess the reac-
tions of caregivers caring for a sick family member.[11, 15, 16]

Studies have been performed in different contexts and have
focused on the frail elderly, dementia care, and mental ill-
ness.[16–18] In the context of advanced cancer, both cross-
sectional and longitudinal studies have been performed, and
most studies have assessed the patient and caregiver charac-
teristics and the effects of these characteristics on caregiver
reactions.[19–24]

Family members with different relationships to a patient,
e.g., spouses, children and children-in-law, may experience
caregiving differently.[8, 25] In addition, the primary caregiver
may have a different experience with caregiving than family
members who support the primary caregiver or family care-
givers who have equal caregiving responsibility.[8] However,
only a few studies have assessed and compared caregiver re-
actions across different family caregiver groups in the context
of cancer.[8, 14, 26–28] According to several literature reviews,
studies investigating cancer caregiving have mostly involved
one family member per patient, i.e., the person defined as
the primary caregiver. Typically, this person is the patient’s
spouse or daughter. However, sons, other family members
and friends have also been investigated.[10, 12, 29] Only one
study performed by Lowenstein and Gilbar[8] compared the
caregiver reactions of a patient’s spouse and children. The
spouse exhibited the most severe caregiver reactions. How-
ever, the patients were newly diagnosed with cancer and in
the initial stage of the illness. Lund et al.[28] compared the ex-

periences of different family caregiver groups (e.g., spouses,
parents and children) with caregiving tasks and the conse-
quences of their role and function. The authors recruited
more than one caregiver for approximately one third of the
415 cancer patients at various disease stages and found that
the spouses experienced the highest workload. Other studies
comparing different family caregiver groups recruited one
family caregiver per patient and found that adult children
exhibited the most severe caregiver reactions.[14, 26, 27] Kim et
al.[27] recruited caregivers of cancer survivors and found that
daughters experienced the most stress as a result of caregiv-
ing, followed by spouses, and sons experienced the lowest
level of caregiver stress. Except for the study conducted by
Lowenstein and Gilbar,[8] we could not identify studies com-
paring the caregiver reactions of different family caregiver
groups caring for older adult home-dwelling patients with
cancer.

Social support in different contexts, such as cancer and heart
disease, positively affects illness and health.[30–32] Social
support is conceptualized as “the functions that are provided
by social relationships”.[33] According to Wright and Lea-
hey,[34] family is an essential source of support because fam-
ily members protect, nurture and socialize with each other.
According to the theoretical model proposed by Weiss,[35] dif-
ferent relationships meet different inter-relational needs. The
following six dimensions of social provisions were defined:
attachment, social integration, reassurance of worth, oppor-
tunity for nurturance, guidance and reliable alliance. These
dimensions describe how different relationships provide dif-
ferent types of social support.[35] The social provisions of
attachment are mainly provided by the spouse, other family
members and close friends, and social integration is mainly
provided by friends and spouses. Weiss[35] suggested that all
six dimensions are needed, but the relative importance of the
dimensions may differ depending on the personality, beliefs,
situations and life stages of the individual.

Several studies consider social support a buffering factor in
providing care for a family member with advanced cancer
and report that satisfactory social support diminishes care-
giver burden.[23, 24, 26, 36–39] In contrast, one study conducted
in Norway[40] found that high levels of social provisions
did not decrease caregiver burden. However, the above-
mentioned studies did not compare the caregiver burden
among different family caregiver groups.

Knowledge regarding how family members with different pa-
tient relationships, such as spouses and children/children-in-
law, and children/children-in-law related to patients with or
without an available spouse experience the caregiver situation
and social provisions is lacking. Thus, studies investigating
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these experiences in the context of home-dwelling patients
with cancer in the palliative phase are warranted.[5, 11, 17]

Therefore, the aim of this study is to assess and compare
caregiver reactions and social provisions among different
family caregiver groups caring for home-dwelling older adult
cancer patients during the palliative phase.

2. METHODS
2.1 Study design and sample
This cross-sectional study was performed between February
2012 and November 2013. Nurses working in hospital wards,
out-patient units and district services in Western and Eastern
Norway invited patients and potential family members to
participate in the study. We used the following well-known
definition of “family”: whoever the patient claims is a mem-
ber of his/her family.[34] Non-ethnic Nordic families are rare
in Western Norway. Therefore, to ensure homogeneity, eligi-
ble families included ethnic Nordic families with one family
member aged ≥ 65 years who was diagnosed with cancer in
the palliative phase and cared for at home. Co-morbidities
were not included in the exclusion criteria. The patients who
were willing to participate decided in collaboration with their
families, which family members over the age of 18 would
participate in the study.

This is an exploratory study and we have no exact outcome
targets on the extent of the changes we can expect. It is there-
fore difficult to perform an exact power calculation. However,
to enable ourselves to indicate how many family units we
needed to recruit, we performed a power calculation. We set
the α-value at 0.05 with a strength of 0.80 and the ability to
identify differences, Cohen’s d = 0.80[41] (http://www.da
nielsoper.com/statcalc/calc47.aspx). The calcula-
tion shows that we needed 24 participants per family group.
We therefore assumed that we needed to recruit 25-30 family
units, and we managed to recruit 26 family units, with an
average of 3 family members per patient.

2.2 Demographics and measures
Data regarding the patients’ and family members’ sociode-
mographic characteristics were collected. The patient char-
acteristics included age, gender, cancer type and palliative
phase, and the family members’ characteristics included age,
gender, geographic distance to the patient, education level,
employment status, marital status and relationship to the
patient.

2.2.1 The Caregiver Reaction Assessment
One of the two outcome variables in this analysis was family
members’ caregiver reactions, which was measured using
the Caregiver Reaction Assessment developed by Given et
al. in 1992.[42] This questionnaire consists of 24 items and

assesses the following 5 dimensions: self-esteem (7 items),
lack of family support (5 items), financial impact (3 items),
impact on daily schedule (5 items) and impact on health (4
items). The family members responded on a 5-point Likert
scale with 1 indicating strongly disagree, 2 indicating dis-
agree, 3 indicating neither agree nor disagree, 4 indicating
agree, and 5 indicating strongly agree. The composite score
of each dimension is the mean rating of the items in each
dimension (range from 1.0 to 5.0). The subscale of family
member’s self-esteem measures the positive experiences of
caregiving, and a lower score indicates greater burden. The
other four subscales assess the negative experiences of care-
giving, and higher scores indicate higher levels of burden.
The Caregiver Reaction Assessment has been widely used
in studies investigating advanced cancer caregiving and has
been psychometrically tested and validated,[11, 15–17] includ-
ing in Norway.[20, 40] The psychometric properties have been
reported to be satisfactory using the same dimensions as the
original version. Permission to use the Norwegian version of
the instrument was obtained from Grov (2011).

2.2.2 The Social Provisions Scale
To examine the availability of social provisions, the revised
Social Provisions Scale[43] was used to measure the second
outcome variable. This scale originally consisted of 24 items
and six dimensions.[35] Two dimensions (i.e., reliable al-
liance and guidance) were highly correlated with the other
dimensions; therefore, these dimensions have been omitted
from the revised Social Provisions Scale.[43] The revised So-
cial Provisions Scale consists of 16 items, including 4 items
covering each of the following four dimensions: attachment,
social integration, opportunity for nurturance and reassurance
of worth. The family members responded on a four-point
Likert scale with the following response options: strongly
agree = 4, agree = 3, disagree = 2, and strongly disagree = 1.
Higher scores indicate higher levels of social provision. The
Social Provisions Scale has been used in studies investigating
cancer caregiving and gerontology.[30, 32, 40, 44] Psychometric
testing of the Norwegian version of the Social Provisions
Scale using confirmatory factor analysis sustains the factor
structure suggested in the revised 16-item Social Provisions
Scale.[45] Permission to use the Norwegian version of the
instrument was obtained from Bondevik (2011).

2.3 Procedures
Because this topic is sensitive and complex[46] and recruiting
large family units may be difficult,[47] we attempted to recruit
four family members per patient. The first author was present
in the patients’ homes during data collection. The family
caregivers were instructed about how to interpret the differ-
ent questions and informed that we were interested in their
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experiences with each item. If the participants required assis-
tance due to difficulties in understanding the questions, the
researcher (the first author) provided clarification or helped
the participants complete the questionnaires. A few spouses
needed assistance.

2.4 Statistical analyses
The data were analysed using SPSS version 24 (SPSS Inc.,
Chicago, IL). To determine the reactions of the family care-
givers to caregiving and perceived social provisions, we first
examined the data, particularly the skewness and kurtosis
statistics, which had low values indicative of normal distri-
butions. The mean and median values were mostly simi-
lar. However, we performed both non-parametric (Mann-
Whitney U-tests) and parametric (t-tests) tests to evaluate
each item and dimension of the assessment tools. In the
group comparisons, all p-values were consistent, except for
item 11 on the Caregiver Reaction Assessment in the com-
parison of the spouses and children (0.04 [t-test] versus 0.08
[U-test]). Because we sought to compare our results with
other studies reporting mean values and SDs of the Care-
giver Reaction Assessment, we therefore show mean and
SD values for each item, and the corresponding p-values to
present the possible differences between the groups in this
study. Furthermore, a Spearman’s rho correlation analysis of
the dimensions on the Caregiver Reaction Assessment and
Social Provisions Scale was performed. To compare the care-
giver reactions and social provisions of family members with
different relationships to the patients, the following caregiver
groups were constructed: spouses and children/children-in-
law. Due to the low number of participants, we were un-
able to construct separate daughter, son and children-in-law
groups. To explore whether the availability of a patient’s
spouse affected the children and children-in-law caregiver re-
actions and social provisions, the following two groups were
constructed: children/children-in-law of married patients
(ChmP) and children/children-in-law of widowed patients
(ChwP). The level of significance was set at p < .05 and all
tests were two-sided.

2.5 Ethics
Families where an elderly family member has cancer in the
palliative phase, are in a vulnerable phase of life. Therefore,
this study was conducted according to the Declaration of
Helsinki (2013). Also, The Regional Committees for Med-
ical and Health Research Ethics in Norway approved the
study: 2011/1731a. To ensure voluntariness, nurses handed
out information letters with a consent form to potential pa-
tients and family members. Families willing to participate
sent the consent form to the first author or gave the nurse
permission to give the author their phone number. All partic-

ipants were informed (both verbally and through the written
information letter) of their right to withdraw their partici-
pation at any time. All family members provided informed
consent to participate in the study.

3. RESULTS
3.1 Sample
In total, 75 information letters were distributed to eligible
families, and 33 families consented to participate. Seven fam-
ilies withdrew before the day of the interview because of the
patient’s impaired health status. No families withdrew their
consent during or after data collection. Thus, 26 families
participated in this study.

The sample consisted of 58 family members caring for 26
older adult patients with cancer in a palliative phase with
a mean of 3 (range 1-4, median 3) family members per pa-
tient. Thirteen patients were women, and 13 patients were
men. Fourteen spouses, two children and one son-in-law
lived in the same household as the patient. Among the family
members who did not reside in the same household as the
patient, the mean distance to the patient’s home was 8.26
miles (range 0-68.3 miles, median 2.5 miles). Only one of
the employed family members was a spouse. The patients’
cancer sites included lung,[7] prostate,[6] colon[6] and other.[7]

Most (69%) patients displayed comorbidity. Fifteen patients
were diagnosed within two years of the interview, and 13
patients had metastatic cancer at the time of diagnosis. Of
the spouses, 30% had multiple diagnoses. Tables 1 and 2
display the demographic characteristics of the families. In
Table 1, all family members are classified according to their
relation to the patient.

3.2 Differences in the dimensions and single items of the
Caregiver Reaction Assessment between family care-
giver groups

Significant differences were revealed between the caregiver
groups in the following three (of five) Caregiver Reaction
Assessment dimensions: impact on schedule, lack of family
support and impact on health (see Figures 1-4). To illustrate
the differences in the single items of the Caregiver Reaction
Assessment, the means, SD and p-values of all caregiver
groups studied are presented in Tables 3 and 4.

3.2.1 Impact on schedule
The spouses exhibited significantly higher scores on the dis-
rupted schedule dimension than the children/children-in-law,
p = .013 and ChmP, p = .009. The results of the schedule
dimension are presented as single items. The spouses exhib-
ited significantly higher scores on item 4 (“my activities are
centred on care”) and item 14 (“eliminate from schedule”)
than the children/children-in-law and ChmP. The spouses
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also scored significantly higher on item 18 (“interruptions”)
than the ChmP.

Table 1. Sociodemographic characteristics of the
participants

 

 

Characteristic Mean Range 

Participants’ age (N = 84) 
  

Patients 78.7 (65-92) 

Spouses 73.3 (55-84) 

Sons 48.6 (33-56) 

Daughters 45.9 (27-62) 

Sons-in-law 63 
 

Daughters-in-law 44.5 (34-53) 

Characteristic n % 

Relationship of the family member to the patient (N = 58) 

Wife 10 16 

Husband 4 7 

Son 11 18 

Daughter 26 43 

Son-in-law 1 2 

Daughter-in-law 6 10 

Children's marital status (N = 37) 
 

Married 24 65 

Unmarried 13 35 

Family members’ educational level (N = 58) 
 

High school or above 31 52 

Below high school 29 48 

Family members’ employment status (N = 58) 

Employed full-time or part-time 45 75 

Retired, sick leave or unemployed 15 25 

 

Table 2. Clinical variables of the patients and their spouses
 

 

Patients 
 

Domestic 

partners 

Cancer types   Other diseases   
 

Other diseases 

Lung 7 Cardiovascular diseases 10 
 

4 

Prostatic 6 Polymyalgia 1 
 

 

Breast 1 Hearing impairment 4 
 

1 

Colon 6 Musculoskeletal diseases 9 
 

6 

Amyloidosis 1 Mental diseases 1 
 

 

Gynaecologic 1 Cerebri diseases 4 
 

2 

Mole 2 Renal failure 1 
 

1 

Bone marrow 1 COPD, asthma 3 
 

 

CML 1 Diabetes 2 
 

2 

Myelomatosis 1 Vision impairment 1 
 

 

Unknown 1 Chron’s disease 1 
 

 

 

 

 

Figure 1. Comparison of mean values of dimensions on The
Caregiver Reaction Assessment between spouses and
children/children-in-law

Figure 2. Comparison of mean values of dimensions on the
Caregiver Reaction Assessment between ChmP and ChwP

Figure 3. Comparison of mean values of dimensions on The
Caregiver Reaction Assessment between spouses and ChmP
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3.2.2 Lack of family support
Regarding the dimension of lack of family support, the
children/children-in-law reported significantly greater burden
than the spouses, p = .010. In addition, the ChwP reported
significantly higher levels of burden than the spouses, p =
.004. Regarding the single items, the children/children-in-
law scored significantly higher than the spouses on item 2
(“others dumping care on me”) and item 22 (“family left
me alone”), providing insight into the detailed aspects of
the lack of family support dimension. The ChwP exhibited
significantly higher scores than the spouses on items 2 and 16
(“feel abandoned”), and higher scores than both the spouses
and ChmP on item 22.

3.2.3 Impact on health
The ChwP exhibited significantly higher scores on the im-
pact on health dimension than the children/children-in-law of
married patients, p = .040. The ChwP exhibited significantly
higher scores than the ChmP on item 5 (“tired all the time”)

and item 10 (“health has gotten worse”) and higher scores
than the spouses on item 19 (“healthy enough to care”). Fur-
thermore, the spouses scored significantly higher than the
ChmP on items 5 and 10.

Figure 4. Comparison of mean values of dimensions on the
Caregiver Reaction Assessment between spouses and ChwP

Table 3. Comparison of single items on the Caregiver Reaction Assessment between different family caregiver groups
 

 

Items 
Spouses (n = 14) Children/children-in-law (n = 44) 

p-value 
mean (SD) mean (SD) 

1. Privilege to care  4.79 (0.43) 4.23(0.74) .010 

2. Others dump caring  1.21 (0.58) 1.82(0.97) .032 

3. Finances adequate  3.29 (1.54) 2.91(1.44) .406 

4. Activities centred on care  3.36 (1.15) 2.59(0.1.00) .019 

5. Tired all the time  2.64 (0.84) 2.41(1.19) .498 

6. Difficult to get help  1.50 (1.09) 1.70(0.88) .478 

7. Resent having to care  2.29 (1.54) 2.27(1.55) .978 

8. Stop work to care  2.29 (1.44) 2.11(0.97) .611 

9. Want to care  4.14 (1.17) 3.98(0.95) .594 

10. Health has gotten worse  2.21 (1.31) 1.64(0.81) .052 

11. Visit family/friends less  3.21 (1.72) 2.30(1.29) .037 

12. Never do enough to repay  3.29 (1.44) 3.02(1.28) .519 

13. Family works together  3.29 (1.59) 3.45(1.13) .662 

14. Eliminate from schedule  3.50 (1.60) 2.57(1.35) .036 

15. Physical strength  2.50 (1.34) 3.27(1.40) .075 

16. Feel abandoned  1.14 (0.36) 1.55(0.76) .062 

17. Caring makes me feel good  3.86 (1.10) 3.89(0.89) .920 

18. Interruptions  2.86 (1.10) 2.25(1.10) .078 

19. Healthy enough to care  2.79 (1.19) 3.50(1.59) .128 

20. Caring is important to me  4.29 (0.73) 4.09(0.77) .408 

21. Financial strain  1.43 (0.76) 1.52(0.76) .688 

22. Family left me alone  1.14 (0.36) 1.73(0.90) .022 

23. Enjoy caring  3.86 (0.95) 3.91(0.80) .841 

24. Difficult to pay  1.29 (0.61) 1.59(0.84) .217 
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Table 4. Comparison of single items of the Caregiver Reaction Assessment for different family caregiver groups
 

 

Items 

Spouses 

n = 14 

ChmP* 

n = 22 p-value 

Spouses 

n = 14 

ChwP** 

n = 15 p-value 

ChmP* 

n = 22 

ChwP** 

n = 15 p-value 

mean (SD) mean (SD) mean (SD) mean (SD) mean (SD) mean (SD) 

1. Privilege to care 4.79 (0.43) 4.27 (0.70) .019 4.79 (0.43) 4.13 (0.83) 0.014 4.27 (0.70) 4.13 (0.83) .586 

2. Others dump caring 1.21 (0.58) 1.59 (0.91) .177 1.21 (0.58) 1.93 (0.88) 0.016 1.59 (0.91) 1.93 (0.88) .263 

3. Finances adequate 3.29 (1.54) 2.68 (1.39) .232 3.29 (1.54) 3.20 (1.57) 0.883 2.68 (1.39) 3.20 (1.57) .298 

4. Activities centred on care 3.36 (1.15) 2.45 (0.96) .016 3.36 (1.15) 2.60 (1.18) 0.092 2.45 (0.96) 2.60 (1.18) .683 

5. Tired all the time 2.64 (0.84) 1.91 (0.75) .010 2.64 (0.84) 3.07 (1.44) 0.346 1.91 (0.75) 3.07 (1.44) .003 

6. Difficult to get help 1.50 (1.09) 1.55 (0.67) .878 1.50 (1.09) 1.80 (1.08) 0.464 1.55 (0.67) 1.80 (1.08) .382 

7. Resent having to care 2.29 ( 1.54) 2.32 (1.73) .955 2.29 ( 1.54) 2.27 (1.49) 0.973 2.32 (1.73) 2.27 (1.49) .926 

8. Stop work to care 2.29 (1.44) 1.91 (0.87) .332 2.29 (1.44) 2.27 (1.22) 0.970 1.91 (0.87) 2.27 (1.22) .304 

9. Want to care 4.14 (1.17) 4.05 (1.00) .791 4.14 (1.17) 3.80 (1.01) 0.405 4.05 (1.00) 3.80 (1.01) .471 

10. Health has gotten worse 2.21 (1.31) 1.41 (0.59) .017 2.21 (1.31) 1.87 (0.99) 0.426 1.41 (0.59) 1.87 (0.99) .087 

11. Visit family/friends less 3.21 (1.72) 2.27 (1.16) .058 3.21 (1.72) 2.53 (1.60) 0.278 2.27 (1.16) 2.53 (1.60) .569 

12. Never do enough to repay 3.29 (1.44) 3.45 (1.14) .698 3.29 (1.44) 2.80 (1.42) 0.369 3.45 (1.14) 2.80 (1.42) .131 

13. Family works together 3.29 (1.59) 3.50 (1.26) .657 3.29 (1.59) 3.40 (1.18) 0.827 3.50 (1.26) 3.40 (1.18) .810 

14. Eliminate from schedule 3.50 (1.60) 2.55 (1.37) .065 3.50 (1.60) 2.60 (1.55) 0.136 2.55 (1.37) 2.60 (1.55) .911 

15. Physical strength 2.50 (1.34) 3.32 (1.39) .091 2.50 (1.34) 3.40 (1.50) 0.102 3.32 (1.39) 3.40 (1.50) .866 

16. Feel abandoned 1.14 (0.36) 1.36 (0.49) .158 1.14 (0.36) 1.47 (0.74) 0.152 1.36 (0.49) 1.47 (0.74) .614 

17. Caring makes me feel good 3.86 (1.10) 4.00 (1.02) .694 3.86 (1.10) 3.73 (0.80) 0.730 4.00 (1.02) 3.73 (0.80) .403 

18. Interruptions 2.86 (1.10) 2.09 (0.87) .026 2.86 (1.10) 2.47 (1.51) 0.435 2.09 (0.87) 2.47 (1.51) .342 

19. Healthy enough to care 2.79 (1.19) 3.36 (1.65) .264 2.79 (1.19) 3.80 (1.52) 0.057 3.36 (1.65) 3.80 (1.52) .421 

20. Caring is important to me 4.29 (0.73) 4.23 (0.69) .809 4.29 (0.73) 3.93 (0.70) 0.196 4.23 (0.69) 3.93 (0.70) .213 

21. Financial strain 1.43 (0.76) 1.50 (0.67) .769 1.43 (0.76) 1.60 (0.99) 0.605 1.50 (0.67) 1.60 (0.99) .715 

22. Family left me alone 1.14 (0.36) 1.36 (0.58) .213 1.14 (0.36) 2.13 (1.13) 0.004 1.36 (0.58) 2.13 (1.13) .010 

23. Enjoy caring 3.86 (0.95) 3.86 (0.77) .982 3.86 (0.95) 3.80 (0.86) 0.866 3.86 (0.77) 3.80 (0.86) .816 

24. Difficult to pay 1.29 (0.61) 1.68 (1.00) .191 1.29 (0.61) 1.40 (0.63) 0.625 1.68 (1.00) 1.40 (0.63) .339 

Note. *ChmP: children/children-in-law of married patients; **ChwP: children/children-in-law of widowed patients 

3.3 Differences in the dimensions and single items of the
Social Provisions Scale between the family caregiver
groups

Significant differences were revealed in the following two
(of four) Social Provisions Scale dimensions: nurturance and
attachment. The spouse scores on the nurturance dimension
were significantly higher than those of the ChwP, p = .041.
Regarding the single items, the only significant difference
was observed in item 9 (“There is no one who really relies
on me for their well-being”), and the ChmP scored higher on
this item than the ChwP. The ChmP exhibited significantly
higher scores on the attachment dimension than the ChwP,
p = .032. Regarding the single items, the ChmP exhibited
significantly higher scores than the ChwP on item 11 (“I have
close relationships that provide me with a sense of emotional
security and well-being”).

3.4 Relationship among the Caregiver Reaction Assess-
ment and Social Provisions Scale dimensions

According to a bivariate correlation analysis, the dimensions
in the Caregiver Reaction Assessment and Social Provisions
Scale were weakly correlated. The highest negative corre-
lation coefficient, Spearman’s rho = -0.236, p = .05, was
found between the lack of family support dimension of the

Caregiver Reaction Assessment and the attachment dimen-
sion of the Social Provisions Scale. While this finding may
have been random, the relationship could be explained by a
conceptual overlap between these two dimensions.

4. DISCUSSION
In this study, we assessed and compared caregiver reactions
and social provisions between different family caregiver
groups caring for older adult patients with cancer in the
palliative phase. The main findings include significant differ-
ences between the family caregiver groups on the following
three (of five) Caregiver Reaction Assessment dimensions:
impact on schedule, lack of family support and impact on
health. Furthermore, significant differences were observed
between the family caregiver groups on the following two
(of four) Social Provisions Scale dimensions: nurturance and
attachment.

4.1 Spouses constitute the family caregiver group with
the most interrupted schedule

In the present study, the spouses reported their schedule
was interrupted due to their caregiver role more often than
the children/children-in-law and ChmP. To the best of our
knowledge, the only study using the Caregiver Reaction As-
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sessment to compare caregiver reactions among different
family caregiver groups caring for cancer patients during the
palliative phase was conducted by Given et al.[14] Their find-
ings revealed that children/children-in-law exhibited higher
scores on the interrupted schedule dimension than spouses.
A comparison of the mean scores on these dimensions iden-
tified a significant difference in impact on schedule between
the spouses in Given et al.’s study[14] and the spouses in the
present study, p = .013 [dimension mean scores of 2.84 (SD
0.67) and 3.04 (SD 1.02) respectively], and the spouses in
this study reported significantly higher levels of burden. This
difference could be explained by the age differences in the
spouses because 73% of the caregivers in Given et al.’s study
were older than 55 years, while the mean age of the spouses
in this study was 73.3 years. Thus, older age may be asso-
ciated with health problems that could limit resources.[48]

Furthermore, Given et al.[14] recruited one family caregiver
per patient. If the children/children-in-law in Given et al.’s
study[14] cared for widowed patients, this group could be
comparable to our ChwP group. However, no significant
differences were observed in the interrupted schedule dimen-
sion between our spouses and children/children-in-law of
widowed patient group.

Our finding that spouses experienced a greater impact on
schedule than ChmP may be comparable to Lowenstein and
Gilbar’s findings[8] because their children group shared care-
giving responsibilities with the patient’s spouse. Lowenstein
and Gilbar found that spouses and children reported equal
role strain scores. Role strain reflects “the level of change in
various aspects of the caregiver’s life, such as having insuffi-
cient time for him/herself”.[8] However, because Lowenstein
and Gilbar used the Caregiver Burden Scale and the patients
were in the initial stage of the illness, performing compar-
isons is difficult. In Lowenstein and Gilbar’s study,[8] the
mean age of the spouses was 70 years, which is comparable
to the age of the spouses in our study; thus cultural differ-
ences could explain the differences between the Norwegian
and Israeli spouses’ experiences with the caregiver situation.

The current study is the only study in the context of cancer
to compare different family caregiver groups and report that
spouses experience the greatest impact on their schedule.
Our results could be explained in terms of cultural diver-
sity. Lowenstein and Gilbar performed their study in Israel,
Given et al.[14] performed their study in the USA, and our
study was performed in Norway. In Norway, spouses, chil-
dren and children-in-law are not legally obligated to care
for family members. In particular, spouses might consider
their role as caregivers a duty, but this view may differ from
that of spouses in other countries. Spouses may feel more
obligated than children and children-in-law due to several

reasons, such as normative expectations of the marital bond
suggesting that spouses are primary caregivers, spouses who
live with the patient might tend to become more involved in
caregiving tasks, and spouses perform additional tasks that
were previously performed by the patient.[8] Furthermore,
spouses are reluctant to leave the patient alone in case of
an emergency[49] and patients and spouses avoid bothering
their children.[4, 50, 51] Notably, the highest significant val-
ues were observed in the comparison between the spouses
and ChmP. We hypothesize that this result indicates that an
available spouse lessens the caregiver burden of children and
children-in-law.

4.2 Children and children-in-law lacking family sup-
port

In the present study, the children/children-in-law and ChwP
reported a greater lack of family support than the spouses.
This finding is consistent with Given et al.’s study,[14] in
which the children/children-in-law reported higher levels of
abandonment than the spouses. As previously mentioned,
the particular group of children/children-in-law in Given et
al.’s study[14] could be comparable to our group of ChwP.
Notably, significant differences were observed in the compar-
ison of the ChwP and the spouses, indicating that children
and children-in-law caring for a patient with a spouse per-
ceive a lesser degree of lack of family support.

Children/children-in-law and ChwP may lack more family
support than spouses for several reasons. According to tra-
ditional and cultural family rules, spouses are expected to
care for a sick spouse.[48] However, as previously mentioned,
patients and spouses often protect children from the caregiver
burden[8, 25, 49, 51] and, therefore, likely do not expect children
and children-in-law to support them in caregiving. Chil-
dren and children-in-law are not expected to provide much
caregiving;[26] have multiple role obligations, such as home,
children and work, in addition to caregiving;[25, 26, 52] and
may therefore be in need of help and expect family members
to share the caregiving responsibility.[52]

4.3 Caregiver health: are ChwP the most vulnerable
group?

The group of ChwP reported more health problems than the
ChmP. To the best of our knowledge, no other studies have
reported comparable findings within the context of cancer.
The ChwP could have had more health problems. In this
case, older age might be an explanation, but no differences
was observed in age between the groups, p = .06. Another
explanation might be that because the ChwP had to spend
more time checking on the patient in the absence of a spouse,
these participants felt more exhausted. In patients with a
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spouse, the partner is often present to check on the patient
and call for help if needed.

Interestingly, although several of the elderly spouses in our
study reported the presence of multiple diagnoses, they did
not report a greater impact on health than any other group.
However, the spouses scored significantly higher than the
ChmP on two single items (“tired all the time” and “health
has gotten worse”). Thus, the spouses in our study likely
expected worsened health due to old age or only related
their health problems to their older age and not to caregiving.
In several Asian studies, the spouses reported more health
problems than non-specific groups of caregivers.[23, 53] Addi-
tionally, older caregivers tend to report more health problems
than young caregivers.[4, 36] However, these studies did not
compare specific family caregiver groups and only recruited
primary caregivers; thus, comparing these studies with our
study is challenging.

4.4 Children and children-in-law of widowed patients
perceive lack of social support

To the best of our knowledge, no published studies have
investigated social support among family caregiver groups
caring for patients with cancer in the palliative phase, using
the Social Provisions Scale. Thus, comparing our findings to
other studies is difficult.

The group of ChwP in our study reported significantly lower
levels of attachment than ChmP. According to Weiss,[35] at-
tachment provides security and safety and is mainly provided
by a spouse, other family members and close friends. Com-
paring the two groups, more children in the ChwP group
lived with a spouse, indicating that the absence of a spouse
had no impact on their report on attachment. However, the
presence of a spouse does not automatically imply available
support. The ChwP group (n = 21) consisted of 6 sons, 6
children-in-law and 9 daughters, and the ChmP (n = 23) con-
sisted of 17 daughters, 5 sons and 1 child-in-law. The ChwP
had fewer family members and friends to provide security
and safety. Because the family caregiver group of ChmP
mostly consisted of daughters (17 of 23), the ChmP group
may have scored higher on the attachment dimension than
the ChwP group due to the following reasons: women tend
to seek and receive more social support, which is consistent
with other studies,[54] and women might have a social net-
work that provides safety and security. Sons tend to primarily
rely on one person, i.e., their spouse, for social support.[32]

Furthermore, the ChwP may have reported lower levels of
attachment due to the forthcoming loss of their last parent.
Parents are possible sources of attachment support who they
have to support and protect in this situation.

The spouses exhibited significantly higher scores on the nur-
turance dimension than the ChwP. Nurturance comprises the
participants’ perception of their responsibility for another
person’s well-being.[35] The spouses’ high score may re-
flect their caring responsibility for their spouse. According
to Weiss,[35] the opportunity to nurture another human be-
ing has a positive impact on self-esteem. Interestingly, in
this study, the spouses reported significantly higher scores
than all other family caregiver groups on the “privilege to
care” item of the Caregiver Reaction Assessment self-esteem
dimension. Spouses are reluctant to involve others in the pa-
tient’s care[4] likely because they find it rewarding to support
their spouse, which positively affects their self-esteem.

4.5 Study strengths and limitations
Given the lack of studies differentiating specific family re-
lationships to the patient, one strength of this study is the
assessment performed using standardized instruments and
analyses comparing different caregiver groups. Analyzing
each item of the two instruments resulted in many tests. How-
ever, this study is explorative, and similar studies have never
been performed; thus, analyzing the items and dimensions in
each caregiver group is valuable. Further studies should in-
clude more respondents and larger groups to enable multiple
testing.

The correlation among the dimensions of the Caregiver Re-
action Assessment and Social Provisions Scale were weak,
indicating that the two instruments cover different main con-
cepts, i.e., caregiver reactions and social provisions, respec-
tively. The researcher’s availability while the participants
were completing the questionnaire ensured that all items
were completed. The weakness of this study is the number
of respondents. We attempted to recruit four family mem-
bers per patient. This delimitation may have resulted in
recruiting fewer participants, more participants would have
likely been included if we performed open recruitment and
included everyone in the family who wanted to participate.
To ensure robust groups in the statistical analyses, we were
unable to separate the sons, daughters and children-in-law
into specific groups. Including families with different num-
bers of participants into the group “children/children-in-law”
introduced bias in representability because the families had
unequal weight in the analyses. Recruitment for studies in-
volving patients with cancer in the palliative phase has been
reported to be challenging,[23, 26, 55] which was the case in this
study. Although we used a wide definition of family in the
recruitment process, the sample consisted of only biological
and intermarried family members. This sample may exist
because the nurses who recruited the families asked only bio-
logical families to participate. In addition, most families are

Published by Sciedu Press 9



cns.sciedupress.com Clinical Nursing Studies 2019, Vol. 7, No. 4

from rural Norway, where biological families are the most
common type of families, representing the homogeneity of
the family structure in Norway.

4.6 Practical implications and future studies
Providing care to an elderly home-dwelling family mem-
ber with advanced cancer is a demanding task[8, 10, 14, 16] that
may result in burden on all close family members. In this
study, the nature and severity of the burden varied across
family members with different relationships to the patient
(e.g., spouses and children/children-in-law) and between
children/children-in-law of married and widowed patients.
Thus, the family members’ relationship to the patient and
family structure may inform which interventions are benefi-
cial. To help family members manage caregiving and target
interventions, health care professionals should assess the
impact of caregiving on all available family members.

Because the study of the burden of caregiving among differ-
ent family caregiver groups is in its infancy, further studies
are needed to clarify the nature and severity of the stress
experienced and how this stress varies as a function of the
family structure and the caregiver’s relationship to the pa-
tient. Qualitative studies are needed to obtain deeper insight
into how different family caregiver groups experience the
caregiving situation, how different family members organize
their caregiving and what factors affects their attitudes and
actions. Further studies should also emphasize activities of
daily living during the patient’s trajectory, particularly the

end-of-life, and how this affects the caregiver relationship
and the caregiver burden.

5. CONCLUSIONS
Caregiving affects all close family members of home-
dwelling older adult patients with advanced cancer, and in
this study, specific family caregiver groups expressed this
burden differently. The elderly spouses reported the greatest
impact on schedule. The children/children-in-law and ChwP
reported the greatest lack of family support, and the latter
group also reported the greatest impact on health. Therefore,
children and children-in-law caring for widowed patients and
spouses were the most vulnerable family caregivers in our
study. This perspective on family caregivers’ self-reported
burden adds to the family caregiving field because our as-
sessment and analysis included several different caregiver
groups.
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