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Abstract: The study was done to determine the influence of geriatric depression among the General Outpatient Department
of the University of Port Harcourt Teaching Hospital (UPTH) attendees on the family caregiver. It is a well known fact that the
illness of any member of the family has tremendous impact on other family members in several ways and for several reasons
and could actually change the previously existing family dynamics, which in turn could affect the functioning of its members
thereby, impacting (most often negatively) on both the recipients of care and the larger society to which the family belongs.
Geriatric depression is a chronic debilitating illness often coexisting with other chronic conditions. The family caregivers are
therefore saddled with tremendous responsibilities which are expected to take a toll on them. It is against this background that
this study was done. A descriptive cross-sectional study of one hundred and fifty randomly selected elderly patients attending
the GOPD was carried out along with their family caregivers who were either spouses or older children. A structured
questionnaire containing the Geriatric Depression Scale and the Zarit Caregiver Burden Scale (ZCBS) was administered to the
patients that had satisfied the inclusion criteria, and their family caregivers respectively. Data was entered into the computer
using the Epi-info version 6.04 software, and analysed. The care of depressed patients took a toll on the family caregivers
making them react adversely thereby worsening the condition of the recipients of care. The result of this study suggests that the
depressed elderly respondents had a significant negative influence on the family caregivers.
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is one of the most widely used scales in order to determine

1. Introduction
1.1. Statement

The effect of geriatric depression on family caregivers is
important as it may have negative financial and health
implications for both the caregivers and the depressed elderly
patients. In the latter, it could further aggravate the morbidity
pattern. Thus, ultimately leading to an increased risk of
placing the family member in a long-term care facility

1.2. Literature Review

‘Burden’ as perceived by family caregivers is an all-
encompassing word used to describe tension, anxiety (strain
burden), relationship burden, objective burden (time
infringement) and financial burden all of which impair their
ability to provide care [1]. The Zarit Caregiver Burden Scale

the degree of burden in caregivers [2].

Studies have shown that higher levels of burden may
correlate with increased morbidity and mortality in the family
caregivers [4, 5, 6]. The incidence of depression in burdened
caregivers ranges from 18 to 47%. Conversely, depressed
caregivers experienced high levels of burden [7].

The prevalence of anxiety has also been found to be higher
in the burdened family caregivers and the overall physical
wellbeing was found to be relatively lower than in those
caregivers who were not burdened [8].

Sewitch et al. [9] studied the impact of frail elders on
family caregivers and arrived at the conclusion that
caregivers (mostly spouses and adult children) of depressed
elderly patients suffered from poor mental health and this in
turn was associated with depression in the elderly people
they were caring for. This fact was further buttressed by the
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study done by Martire et al who showed that family caregiver
burden was associated with greater depression severity and
poor response to antidepressants among the elderly depressed
recipients of care [10].

Studies have shown that socio-demographic characteristics
affect the prevalence of family caregiver burden [10, 11, 12,
13].

Most significant of these factors is age, gender [14, 15],
occupation, educational level, social status [16, 17] and
marital status [18, 19].

1.3. Relevance

It is pertinent to explore the effect of depression suffered
by elderly patients on their family caregivers in our
environment. Knowledge of the family member’s perception
of the depressive illness, care-giving stressors, their coping
mechanisms, the effect on their mental health and overall
well-being is paramount to the management of geriatric
depression [19].

1.4. Objectives

Against this background, the purpose of this study is to
elicit the prevalence, magnitude and socio-demographic
influences on perceived burden by family caregivers (of
depressed elderly patients) that may affect social, financial,
personal and physical wellbeing.

2. Materials and Methods
2.1. Study Design

A cross-sectional study was conducted at the General
Outpatient Department, (GOPD) of the University of Port
Harcourt Teaching Hospital (UPTH) located in Choba, near
Port Harcourt, the capital of Rivers State, Nigeria between
July and September 2007. This is situated in the South-South
geo-political zone of Nigeria. Port Harcourt has a population
of 3.9 million people [20].

Figure 1. Shows the Zarit Caregiver Burden Scale.
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The General Outpatient Department (GOPD) of the
hospital provides primary and secondary health services. It is
involved in the management of health problems, pre-
employment and pre- admission comprehensive medical tests
and acts as a referring point for patients that need other
specialist care. All new patients are assessed, treated or
referred to appropriate specialties where necessary or are
managed at the clinics. The different specialties offered the
tertiary health care services.

The geriatric patients are seen by both the Consultant
Family Physicians and the Family Medicine Residents. An
average of about five hundred geriatric patients are seen
every month (20 working days) and approximately six
thousand annually. This represents roughly 25% of the total
number of patients seen.

A total of 150 men and women of 65 years and above
along with their family caregivers (spouses or children) were
recruited into the study by the systematic random sampling
technique using a sampling ratio of 1: 5; every 5th elderly
patient was recruited into the study, clerked, physically
examined and eventually administered a questionnaire that
included the Geriatric Depression Scale, until the required
number was attained. for each respondent, one caregiver
(either a spouse or a child) was administered the Zarit
Caregiver Burden Scale (see figure 1). This is a 22-item
standardized rating scale for assessing the level of stress or
burden one experiences. Scores allotted for each item range
from 0 to 4. Those with 0 to 20 points had little or no burden;
21 to 24 points had mild to moderate burden; 41 to 60 were
moderately to severely burdened and 61 to 88 were severely
burdened.

2.2. Study Population

Spouses and adult children of the elderly patients were
recruited into the study.

2.3. Inclusion and Exclusion Criteria

The inclusion criterion of the study was men and women
(spouses/adult children) who came along and were caring for
elderly depressed respondents presenting at the GOPD of
UPTH

Excluded were those who:

a. Were too ill to be included in the study.

b. Did not give their consent

2.4. Sample Size

Araoye’s formula [21] in a descriptive study was used.

N:Zqu

d2

N= the desired sample size when the population is greater
than 10,000

d= desired precision at 5% (0.05). It is the degree of
accuracy desired.

z= confidence limits. A consent at 95% confidence level=
1.96

p= prevalence of depression in the elderly =11%= 0.11 in
the elderly [31]

q= 1-p (proportion of the elderly not suffering from
depression); 1-0.11=0.89

N= (1.96)* (0.11x 0.89)= 150

0.05%

One caregiver was chosen for each of the elderly patients.
Therefore, 150 subjects were recruited for the study.

2.5. Data Analysis

All the data were entered into the computer using the EPI-
INFO version 6.0 software package. Epi-info is a software
program for data collection and analysis, including common
statistical tests. The programme was created and maintained
by the Centre for Disease Control. It was designed
particularly for epidemiological studies. After data entry, the
frequencies of all variables were generated and checked for
confounding variables. All errors found were corrected
before data analysis.

Frequencies of categorical data were determined and the
mean and standard deviation of some continuous variables
computed. Bivariate analysis was used to explore the
relationship between the independent variables, which
included sex, age group, socioeconomic class etc and
dependent variables, which included those that scored 21 to
88 points on the Zarit Caregiver Burden Scale. Association
between categorical variables such as age and sex was
determined using the chi-square. Chi-square (x?) test was
used to determine significance of association between the
groups. The outcome of the test of significance was
expressed in terms of probability (P). The P-value of 0.05
or less was the criterion for significance. Significance
indicates that an observed result represents a real difference
and it could not have occurred by chance or due to sampling
error.

2.6. Ethical Considerations/ Approval of the Study

Ethical approval was sought and obtained from the
hospital ethical committee. Informed consent was obtained
from the subjects (in accordance with ethical principles for
the guidance of physicians in medical research) [4]. The
consent form is attached in Appendix 2. Caregivers were
assured that they were free to opt out of the study at any
stage, and that if they did, they would not be denied medical
treatment or victimised in any other way.

3. Results

The Geriatric Depression Scale was the tool used for
diagnosing depression in the recipients of care. The
prevalence of depression among them was calculated based
on the G. D. S. scores obtained. figure 2 shows the
prevalence of depression among the elderly recipients of care
attending the GOPD of UPTH.

Scores ranged from 2-20. The mean score was 8.6+4.2; the
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median was 8.0 and the mode was 5.0. Thirty three (22%)
patients scored 10 and above (i.e. mildly to moderately
depressed) on the Geriatric Depression Scale, while 9 (6%)
scored 18 and above (i.e. severely depressed). This gives a
total depression prevalence of 28% (figure 2).

28%

@ Depressed
B Not Depressed

72%

Figure 2. Prevalence of Depression among the Respondents.

The Zarit Caregiver Burden Scale was the tool used to
categorise the family caregivers into those who were
burdened and those who were not. Scores ranged from 4 to
78. Caregivers that had scores more than 20 numbered 21.
Therefore the prevalence of caregiver burden was 12%.
Those that were mildly burdened numbered 12 (8%),
moderately burdened-7 (4.7%), and severely burdened-2
(1.3%).

Table 1. Relationship between caregiver burden and depression amongst
recipients of care.

Not

. 2
Depression  Burdened Burdened Total X P OR
Depressed 18 (42.9) 24 (55.1) 42
No Depressed 3 (2.8) 105 (97.2) 108 40.73  0.000 26.786

Total 21 129 150

Table 2. Distribution of some socio-demographic characteristics of the
caregivers by gender.

Gender N (%)
Factors Total

Male Female
Age Distribution (age group in years)
25-34 12 2 (15.7) 10 (83.3)
35-44 36 12 (33.3) 24 (66.7)
45-54 52 10 (19.2) 42 (80.8)
>55 50 5(10.0) 45 (90.0)
Relationship to patient
Spouse 55 19 (34.5) 36 (55.58)
Child 95 10 (10.5) 85(89.5)
Marital Status
Married 94 20 (21.3) 74 (78.7)
Widowed 56 9 (16.1) 47 (83.9)

Table 1 shows the relationship between caregiver burden
and depression among the elderly patients who were the
recipients of care from the caregivers. Out of the 42
caregivers catering for depressed elderly relatives, 18 were
burdened. Conversely, the remaining 108 caregivers catering
for elderly patients not found to be depressed, only 3 were

burdened. This was statistically significant (X3-40.73, p-
0.000). The Odds Ratio was 26.786 meaning that caregivers
of depressed elderly patients were about 27 times more likely
to be burdened than caregivers of non-depressed elderly
patients.

Table 2 shows the distribution of some socio-demographic
characteristics of the family caregivers; namely: age,
relationship to the elderly recipients of care and marital status
by their gender.

It is clear from this table that majority of the caregivers
were females (121 females, 29 males). Their ages ranged
from 25 to 68. Most (102) of the caregiver (15male and 87
female) were 45years and more.

The majority of the caregivers were the adult children of
the recipients of care totalling 95 (10 males, 85 females) 55
out of the total of 150 caregivers were spouses (19 male, 36
female). The table also clearly shows that most of the
caregivers were married: Out of 94 that were married, 20
were males, 74 were females. Those that were widowed
numbered 56 and only 9 of them were males.

Table 3 shows the relationship between socio-demographic
characteristics of the family caregivers of elderly depressed
patients and the burden they experience.

Females were shown to be more likely to be burdened than
their male counterparts (x*-3.86, p-value-0.049).

Out of the 50 caregivers that were above 55 years, 16 were
burdened and this was statistically significant (x>-8.59, d.f.-3,
p-value-0.035).

Those that were widowed were more likely to be
burdened: the widowed caregivers numbered 56, 16 of them
were catering for depressed elderly patients and a total of 12
widowed family caregivers were burdened. This was also
found to be statistically significant (x>-6.46, d.f--1, p-value-
0.011).

The ethnic group of the caregiver did not influence burden
outcomes (x>-2.18, d.f.-4,0.703).

Occupation played a role in caregiver burden outcomes: 16
of the caregivers that were either unemployed or self-
employed were burdened and this was statistically significant
(x*-11.52, d.f.-3, p-0.009).

Neither educational levels, nor social class had a
significant bearing on family caregiver burden outcomes (x*-
5.48, d.f.3, p-0.139 and x*-7.57, d.f--4, p-0.108 respectively).

Though the duration of care was not found to be
statistically significant (x2-1.73, d.f.-3, p-0.630), most of the
burdened family caregivers 16 out of 2li.e 76% of the
burdened caregivers had been taking care of their elderly
family members forl-9 years.

The relationship of the family caregivers to the recipients
of care had no statistically significant relationship with
burden outcomes.
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Table 3. The Relationship of Socio-Demographic Characteristics of Family Caregivers of Elderly Depressed Patients and the Burden they Experience.

Depression Care Giver Burdened n=42
Factors N % Not Not 2 P-value

Depressed o] Burdened Burdened Df (OR)
Gender Distribution of caregiver
Female 121 80.7 34 (28.1) 87 (71.9) 20 (76.5) 14 (23.5) 386 1 0.049
Male 29 19.3 8(26.7) 21(73.1) 1 (25.0) 7 (75.0) ’ (9.993)
Ethnic Group of caregiver
Igbo 64 42.7 11 (17.2) 53 (82.8) 8(57.1) 6(42.9)
Ikwerre/Etche 33 22 13 (39.4) 20 (60.6) 6(46.2) 7 (53.8)
ljaw 17 11.3 5(29.4) 12 (70.6) 2 (28.6) 5(71.4) 2.18 4 0.703
Ogoni 11 7.3 4 (36.4) 7 (63.6) 2 (66.7) 1(33.3)
Other ethnic groups 25 16.7 10 (40.0) 15 (60.0) 3 (60.0) 2 (40.0)
Occupation
Civil Servants 54 36 17 (31.5) 37 (68.5) 4 (28.6) 11 (71.4)
Pensioners 19 12.7 9 (10.5) 10 (89.5) 1(25.5) 3(75.0) 1152 3 0.009
Self-employed 41 27.3 14 (34.1) 27 (65.9) 12 (80.0) 2 (20.0) ’ ’
Unemployed 36 24 9 (25.0) 27 (75.0) 4(44.4) 5(55.6)
Residential area
Urban 98 65.3 33(33.7) 65 (66.3) 19 (22.2) 14 (77.8) 226 0.133
Rural 52 34.7 9(17.3) 43 (82.7) 2(57.6) 7 (42.4) ’ ’
Educational Level of caregiver (Oyedeji’s class.)
Class 4 (No formal edu.) 60 40.0 10 (16.7) 50(83.3) 7 (70.0) 3(30.0)
Class 3 (Primary edu.) 45 30.0 12 (26.7) 33(73.3) 7 (58.3) 5(41.7) 548 5 0.139
Class 2 (Secondary edu.) 33 22.0 12 (36.4) 21 (63.6) 6 (50.0) 6 (50.0) ’ ’
Class 1 (Tertiary edu.) 12 8.0 8 (66.7) 4 (33.3) 1(12.5) 7 (87.5)
Social Class of caregiver (Oyedeji’s class.)
Class 5 64 42.7 11 (17.2) 53(82.8) 8(72.7) 3(27.3)
Class 4 45 30 13 (28.9) 32(71.1) 8 (61.5) 5(38.5)
Class 3 24 16 7(29.2) 17 (70.8) 3(42.9) 4 (57.1) 7.57 4 0.108
Class 2 9 6 6 (66.7) 3(33.3) 1(16.7) 5(83.3)
Class 1 8 5.3 5(62.5) 3(37.5) 1 (20.0) 4 (80.0)
Duration of care
1-5 years 77 51.3 16 (20.8) 61(79.2) 10 (62.5) 6 (37.5)
5-9 years 42 28 14 (33.3) 28 (66.7) 6(42.9) 8(57.1) 173 3 0.630
10-14 years 21 14 9(42.9) 12 (57.1) 4(44.4) 5(55.6) ’ ’
>/15 years 10 6.7 3(30.0) 7 (70.0) 1(33.3) 2 (66.7)
Age Distribution (age group in years)
25-34 12 8.0 4(25.0) 8(75.0) 1(33.3) 3 (66.7)
35-44 36 24.0 7 (14.3) 29 (85.7) 1(19.4) 6 (80.6) 359 3 0.035
45-54 52 34.7 8 (50.0) 44 (50.0) 3(15.4) 5 (84.6) ’ ’
>55 50 333 23 (65.2) 27 (34.8) 16 (46.0) 7 (54.0)
Relationship to patient
Spouse 55 36.7 12 (21.8) 43 (78.2) 4 (33.3) 8 (66.7) 187 1 0.172
Child 95 63.3 30 (31.6) 65 (68.4) 17 (56.7) 13 (43.3) ’
Marital Status
Widowed 56 37.3 16 (28.6) 40 (71.4) 12 (34.6) 4 (65.4) 6.46 1 0.011
Married 94 62.7 26 (27.7) 68 (72.3) 9 (75.0) 17 (25.0) ) (4.745)

4. Discussion

This hospital-based study was conducted at the University
of Port Harcourt Teaching Hospital in Choba near Port
Harcourt which is a cosmopolitan city in the South- South
geo-political zone of Nigeria. The objectives of the study
were to determine the influence of geriatric depression and
the socio-demographic characteristics of the family
caregivers on their perception of being burdened. The Zarit
Caregiver Burden Scale was the tool used to categorise the
family caregivers into those who were burdened and those
who were not. Scores ranged from 4 to 78. Caregivers that
had scores more than 20 numbered 21. Those that were
mildly burdened numbered 12, moderately burdened-7, and

severely burdened-2.

Table 1 shows the relationship between caregiver burden
and depression among the elderly patients who were the
recipients of care from the caregivers. Out of the 42
caregivers catering for depressed elderly relatives, 18 were
burdened. Conversely, the remaining 108 caregivers catering
for elderly patients not found to be depressed, only 3 were
burdened. This was statistically significant ( X2-40.73, p-
0.000). The Odds Ratio was 26.786 meaning that caregivers
of depressed elderly patients were about 27 times more likely
to be burdened than caregivers of non-depressed elderly
patients.

Table 2 shows the distribution of some socio-demographic
characteristics of the family caregivers namely age,
relationship to the elderly recipients of care and marital status
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by their gender. It is clear from this table that majority of the
caregivers were females (121 females, 29 males). Their ages
ranged from 25 to 68. Most (102) of the caregiver (15 males
and 87 females) were 45years and more. The majority of the
caregivers were the adult children of the recipients of care
totalling 95 (10 males, 85 females) 55 out of the total of 150
caregivers were spouses (19 males, 36 females). The table
also clearly shows that most of the caregivers were married:
Out of 94 that were married, 20 were males, 74 were females.
Those that were widowed numbered 56 and only 9 of them
were males.

Table 3 shows the relationship between socio-demographic
characteristics of the family caregivers of elderly depressed
patients and the burden they experience. Females were
shown to be more likely to be burdened than their male
counterparts  (x°-3.86, p-value-0.049). Out of the 50
caregivers that were above 55 years, 16 were burdened and
this was statistically significant (x*-8.59, d.f-3, p-value-
0.035). The odds ratio is:

Those that were widowed were more likely to be
burdened: the widowed caregivers numbered 56, 16 of them
were catering for depressed elderly patients and a total of 12
widowed family caregivers were burdened. This was also
found to be statistically significant (x>-6.46, d.f--1, p-value-
0.011).

The ethnic group of the caregiver did not influence burden
outcomes (x°-2.18, d.f.-4,0.703). Occupation played a role in
caregiver burden outcomes: 16 of the caregivers that were
either unemployed or self-employed were burdened and this
was statistically significant (x*-11.52, d.f-3, p-0.009).
Neither educational levels, nor social class had a significant
bearing on family caregiver burden outcomes (x*-5.48, d.f.3,
p-0.139 and x*-7.57, d.f.-4, p-0.108 respectively).

Though the relationship between the duration of care and
family caregiver burden was not found to be statistically
significant (x2-1.73, d.f.-3, p-0.630), most of the burdened
family caregivers 16 out of 2li.e 76% of the burdened
caregivers had been taking care of their elderly family
members forl-9 years. Surprisingly, finding is, in keeping
with previous studies [4].

The relationship of the family caregivers to the recipients
of care had no statistically significant relationship with
burden outcomes.
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