WCRJ 2020; 7: e1611

DEPRESSION AND ITS ASSOCIATED
FACTORS IN THE CAREGIVERS
OF HOSPITALIZED PATIENTS WITH CANCER
Z. HASANPOUR1, A. JAFARI-KOULAEE1, M. BAGHERI NESAMI2,3
Student Research Committee, Mazandaran University of Medical Sciences, Sari, Iran
Traditional and Complementary Medicine Research Center, Addiction Institute, Mazandaran
University of Medical Sciences, Sari, Iran
3
World Federation of Acupuncture-Moxibustion Societies (WFAS), Beijing, China
1
2

Abstract – Objective: Cancer diagnosis can confront the patients’ first care and support source,
their family and caregivers, with a serious crisis, likewise, they may show depressive symptoms. Paying attention to such an issue is of special importance in promoting the patients’ health. Therefore,
this study was conducted to determine the extent of depression and related factors in hospitalized
cancer patients’ caregivers.
Materials and Methods: In the present descriptive-analytical study, 152 caregivers of hospitalized patients with cancer in Imam Khomeini hospital in Sari (Mazandaran, Iran) were selected using
available sampling in 2018. The data gathering instruments included demographic and medical
information questionnaire of both the caregivers and patients, and 21-item Beck depression inventory. The data were analyzed using SPSS 16 along with the descriptive statistics and inferential
statistical tests such as Chi-square and Pearson correlation coefficients.
Results: According to the results, the mean depression of caregivers was 13.97±10.19, suggesting the minimum level of depressive symptoms. Nevertheless, 25.6% had moderate to severe depression. Variables such as care hour, marital status, place of residence, depression history, incidence
of depression over the past six months, financial status, and the relation between the patient and
caregivers had a significant relationship with depression (p<0.05). There was no significant relationship between caregivers’ depression and caregivers’ age, patient’s age, caregivers’ gender, as well
as duration of disease diagnosis (p>0.05).
Conclusions: Considering the supportive role of caregivers and their impact in promoting the
patients’ health, it is recommended that training programs and classes be developed to reduce depression, as well as the possibility of periodic screening of companions in hospitals and, if necessary,
referral to a psychiatrist in severe cases should be provided.
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Cancer is one of the most important health- related
issues worldwide1,2. Despite the significant advances in medical sciences, cancer is still one of the
most important diseases of the current century, it is
the second leading cause of death worldwide. Generally, about one of every six deaths is caused by
cancer2,3. In Iran, according to the cancer statistical
center report, around 51000 new cases of cancer

are identified annually4. Unfortunately, the diagnosis of cancer has unpleasant consequences that affect not only the patient, but also their families, so
that the diagnosis of cancer in any member of the
family is accompanied by a serious and severe crisis for other members5-7. In many cases, the family
members of the patients, in addition to the psychological trauma resulting from the possible death of
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their beloved ones, face the other new and anxiousprone experiences associated with the patients’
treatment. These include constant presence in the
hospital, taking care of the patients at home, observation of their suffering and pain, fatigue caused
by disrupting the order of life or accepting new responsibilities that may, at least initially, be beyond
their control8-10. Psychological stresses are also one
of the most common consequences following cancer diagnosis in patients with cancer and their families11-13. Anxiety and depression have the highest
incidence rate, with the prevalence of anxiety and
depression reported in most studies from one-third
to almost one-second9,14,15. Researchers in Iceland
found that 41% of family members of patients with
cancer who had been hospitalized for at least three
days experienced definite or possible symptoms of
depression16. The results of another study indicated
that 36.4% of mothers and 25% of fathers experienced severe depression, and 18.2% of mothers and
4.5% of fathers of children with cancer undergoing
treatment had moderate symptoms of depression17.
Mild-to-moderate depression symptoms were
observed in 60% of caregivers in another study18.
In this regard, since development of depression in
patients with cancer and their caregivers can impair their personal and social responsibilities as
well as physical health, and eventually, their quality of life19-21, and can cause increased vulnerability of
individuals in applying coping strategies and controlling stress as well as available social support15,22, thus
it seems that studies about the depression assessment
in the caregivers of patients with cancer and its associated factors are required for planning and increasing
support of the caregivers in order to promote the patients’ and their caregivers’ quality of life. A review of
the available databases also showed that most studies
in this field have been conducted in other countries
with different psychological, social and cultural contexts, which may be different depending on the culture and conditions of each society which needs to be
checked. Also, in most of the studies conducted in this
field, only the spouses or caregivers of cancer patients
were examined. Therefore, according to the abovementioned cases, the present study was designed to
determine the extent of depression and related factors
in the caregivers of cancer patients hospitalized in the
hospital to be a guide for planning to maintain and
improve the caregivers’ health.
MATERIALS AND METHOD
The present research is a descriptive analytical study
performed in Imam Khomeini hospital, Sari (Mazandaran, Iran) in 2018. This study was a census type in
which 152 caregivers of hospitalized patients with
2

cancer in Imam Khomeini hospital of Sari were chosen through available sampling method (in all of the
wards where patients with cancer were hospitalized
including oncology, gastroenterology, internal medicine, etc.). Entry criteria included adult caregivers
of hospitalized patients with a definitive diagnosis of
cancer who were at least 18 years old, with the least literacy ability, and willingness to participate in the study. After obtaining permission from the Ethics Committee and relevant authorities, the researcher referred
to the hospital for conducting the sampling. Describing the goals and methods of the study, she identified
the qualified caregivers, received written informed
willingness from these caregivers and assured them
about the confidentiality of their information.
The data gathering instruments included: 1) demographic and medical questionnaire (information
on age, gender, occupational status, marital status,
education level; and the caregivers’ information included: age, gender, education level, marital status,
religion, place of residence, occupational status, financial adequacy, the relation between caregivers
and patient, the number of hours for direct daily
care of the patient, previous depression history, incidence of crisis including death of spouse or other
family members, divorce, serious disease and other
disasters over the past six months) and, 2) Beck depression inventory (BDI-II).
The BDI-II consists of 21 items, based on the
principal symptoms of depression and their severity, some degrees are created for every item scored
between 0-3. This questionnaire included 21 items
about depression each of which had four options
with a score between 0-3. In every item, 0 indicated
the absence of the symptom, while 3 indicated the
maximum severity. The overall scores less than 14
suggested minimum symptoms, 14-19 mild depression, 20-28 moderate depression, and 29-63 severe
depression23. In a study on the elderly South Koreans, Cronbach’s Alpha coefficient was calculated to
be 0.8821. This questionnaire was translated into Persian and its validity and reliability were investigated.
When examining the validity and reliability of the
Beck Depression Inventory in the Iranian population, Cronbach’s alpha was calculated to be 0.9320.
The data were analyzed by SPSS 16 (SPSS Inc., Chicago, IL, USA) along with descriptive statistic tests
including mean, frequency, percentage, and median,
also considering the inferential statistics such as
Chi-square and Pearson correlation coefficient.
RESULTS
The average age of the caregivers was 40.42±12.90
and their age range was 18-81 years. The patients’
average was 59.11±15.10 and their age range was 15-
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TABLE 1. The demographic and medical characteristics of
the patients’ caregivers.
Variable
Gender
   Male
   Female
Level of education
   Under Diploma
   Diploma
   Associate degree
   Bachelor
   Master’s degree
   PhD and above
Marital status
   Single
   Married
   Divorced
Religion
   Shia
   Sunni
Place of residence
   City
   Village
Occupational status
   Employee
   Freelancer
   Unemployed
Financial adequacy
   Poor
   Average
   Good
   Very good
Relation to the patient
   First-degree1
   Second-degree 2
History of depression
   With a history of depression
   No history of depression
Experience of crisis over
the last six months
   Yes
   No

Number
(Percent), N (%)
57 (37.5)
95 (62.5)
55 (36.2)
45 (29.6)
14 (9.2)
31 (20.4)
5 (3.3)
2 (1.3)
27 (17.6)
122 (80.4)
3 (2)
150 (98.7)
2 (1.3)
88 (57.99)
64 (42.1)
23 (15.1)
32.2 (49)
80 (52.6)
30 (19.7)
95 (62.5)
24 (15.8)
3 (2)
108 (71.1)
44 (28.9)
22 (14.5)
130 (85.5)
58 (38.2)
94 (61.8)

Note: 1. First-degree relatives including parents, children,
spouse; 2- second-degree relatives including brothers and
sisters, the children of brothers and sisters.

95 years. The average care- hour was 13.09±9.28
and its range was 1-24 hours. The average duration of disease diagnosis was 66.59±26.02 months
ranging from 1 to 408 months. Other details of
demographic and medical information of the caregivers and patients are provided in Tables 1 and 2.
The depression level was 0-52 with the average
of 13.97±10.19, suggesting the minimum level of
depressive symptoms. Other details regarding the
individual’s depression level are shown in Figure 1.
Pearson correlation coefficient showed no significant relationship between the age of the patients’ caregivers and their level of depression

TABLE 2. Demographic and medical characteristics of
patients.
Variable
Gender
  Male
   Female
Marital status
  Single
  Married
   Divorced
   Deceased spouse
Occupational status
   Employee
   Freelancer
   Unemployed
   Retired
Education level
   Sub-diploma
   diploma
   Associate degree
   BS/BA
   MA/MS
History of underlying disease
   Yes
   No
Treatments received
   Pharmacological
   Surgery
   Radiotherapy
   Combined

Number
(Percent), N (%)
62 (40.8)
90 (59.2)
3 (2)
140 (92)
4 (6)
2 (3)
8 (5.3)
49 (32.2)
91 (59.9)
4 (2.6)
116 (76.3)
23 (15.1)
6 (3.9)
5 (3.3)
2 (1.3)
86 (56.6)
66 (43.4)
60 (39.5)
29 (19.1)
3 (2)
60 (39.4)

(r=-0.4, p=0.6). No significant difference existed
between the patient’s age and caregiver’s depression (p=0.96, r=0.004). However, there was a significant relationship between care hour and caregivers’ depression level (p=0.001, r=0.33). On
the other hand, no significant difference existed
between duration of disease diagnosis and the caregivers’ depression level (p=0.07, r=0.14). No significant difference was found between the caregivers’ depression level and their gender (p= 0.57,
X2=1.98). Regarding the variable of religion, only
two cases were Sunni while 150 were Shi’a. Thus,
they could not be compared with each other. No
significant difference existed between the kind of
cancer disease and caregiver’s depression level
(p=0.12, r=0.13). There was no significant difference between anticancer treatment and caregiver’s depression (p=0.30, r=0.05).
Based on Fisher’s test, there was a significant
relationship between marital status and the caregivers’ depression level (p=0.001). Specifically, the
maximum level of depression was related to married individuals. Based on Fisher’s test, a significant
relationship was observed between the place of residence and the caregivers’ depression (p=0.003),
with the maximum frequency of severe depression
relating to the villagers. Using Fisher’s test, the hi3

Fig. 1. Caregivers’ depression of patients with cancer.

story of previous depression had a significant relationship with the caregivers’ depression level of
patients with cancer (p<0.001). Based on Fisher’s
test, crisis over the past six months had a significant relationship with the caregivers’ depression
level (p=0.004). According to Fisher’s test, there
was a significant relationship between caregivers’
financial status and their depression (p<0.001),
with the maximum frequency of depression being
associated with average income adequacy. Finally,
Fisher’s test indicated that there was a significant
relationship between caregivers’ depression and
their relation to the patient (p= 0.03).
DISCUSSION
The present study was performed to determine the
depression and its associated factors among the caregivers of hospitalized patients with cancer. Accordingly, the results of the present study indicated
that most participants had minimum depressive
symptoms. Unlike the present research findings,
the findings obtained by Friðriksdóttir et al25 suggested that most caregivers were asymptomatic. One
of the possible reasons for this difference can be the
different instruments used for measuring depression. In the study by Friðriksdóttir et al25, the hospital anxiety and depression scale (HADS) had been
used, while here, the Beck depression inventory
(BDI) was used. Further, the present research was
conducted in Iran, while the mentioned study had
been performed in Iceland. The results obtained by
Li et al26 also showed that most caregivers had mild
depression; the results in that study were not in line
with the present study results. This can be due to
the occupational status of participants in these studies. In this study, most patients’ caregivers had no
occupation, while in the study by Li et al26 most of
them were employed. Another reason can be the
financial status of caregivers; in the present study,
most had average financial adequacy, while in the
4

study by Li et al26, most of the caregivers had been
tolerating a heavy financial burden for treating the
patients’ cancer. This can cause differences in the
results of the mentioned study and our results. Besides, a research reported that depression is more
frequent at lower economic levels27.
Another result of the present study was a significant relationship between marital status and the caregivers’ depression level, which was in line with the
study by Cho et al28. Also, in the research by Han et
al29, the caregivers’ depression level was significantly correlated with marital status. However, unlike
the present study, the depression level was greater
among singles than married individuals in the study
by Han et al29. As a justification, since the mentioned study and the present one were performed in
two different countries (Korea and Iran) with different cultures, thus, the differences in the quantity
and quality of emotional relations as well as the supports received from spouses have caused differences
in the depression level among singles and married
individuals. On the other hand, unlike the present
research, in the study by Rhee et al30, no significant
relationship was found between caregivers’ marital
status and their depression level. Also, in the study
by Karabekiroğlu et al31, no significant difference
existed between caregivers’ marital status and depression level. One possible reason for the such differences between other studies and our results can
be the different place and time of research. Indeed,
different place and time of conducting research can
affect the personal and social characteristics as well
as vulnerability of individuals towards depression.
The study by Karabekiroğlu et al (31) was conducted
on the caregivers of patients with stage 4 cancer in
2015. Also, the study by Rhee et al (2007) was performed in Korea in 2008, while the present research
was performed in Iran in 2018.
Another result of the present study was the relationship between financial status of the family
and the caregivers’ depression level. Congruent
with the present study, Cho et al28 found a signi-
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ficant relationship between financial status of the
family and fathers’ depression and despair level.
Indeed, there was a significant difference between
depression scores of high, middle, and low income-fathers. Also, in the study by Omranifard et
al32, a relationship was found between the patients’
financial dependence and caregivers’ depression
of. Another study concluded that lower income is
associated with more depression (33), which is in
line with the results of the present study.
Another notable result here was a significant relationship between the caregivers’ depression and
their relation to the patient. First-degree relatives
would suffer more depression than second-degree
relatives. In line with the present study, in the research by Otani et al19, a significant relationship was
observed between the caregivers’ depression level
and the caregiver-patient relation (more depression
in spouses). Also, Shine et al33 had reported a significant relationship between caregivers’ depression
and the caregiver-patient relationship. Unlike the
results of the present study, another research found
no significant relationship between caregivers’ depression and their relation to the patient32. One of the
reasons for this difference can be the different patients’ diseases. In the present study, the patients had
cancer, while in the mentioned study, the patients
had been suffering from dementia. Justifying the
discrepancies between these two studies, it can be
stated that since patients’ relatives with cancer find
themselves in a very critical and difficult situation in
the course of hospitalization and receiving different
treatments, and for some reasons such as lack of inadequate awareness about the course of disease and
its prognosis as well as long-term presence in hospital; they may tend to develop crisis and experience
psychological disorders more than the relatives of
patients with dementia. It also seems that since those
with dementia are increasingly dependent on others
to perform their routine daily activities because of
their impaired cognitive functioning and behavior,
and their complex needs and management can involve both the relatives and other acquaintances in a wider scale, accordingly, the diversity and the degree
of care may cause the patient- caregiver relationship
not to be significantly related to caregivers’ depression. Indeed, possibly not only the relatives but also
other acquaintances may also equally suffer from
psychological problems such as depression34,35.
CONCLUSIONS
Considering the caregivers’ supportive role, depression in the caregivers, and their impact on
promoting the patients’ health, it is suggested
that educational classes and training programs be

developed for reducing depression. It also seems
necessary to perform periodic screening and examination on caregivers’ psychological health in
hospitals, so that the severe cases of depression
would be referred to psychiatrists. Since the maximum frequency of severe depression was related to villagers, it is suggested that provision of
psychological and psychiatric services be increased in villages.
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