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Informal caregiving in Schizophrenia: correlates and predictors of perceived rewards 
 

Abstract 

Schizophrenia is a debilitating mental illness that has repercussions for the afflicted 

individual as well as the immediate family. While family caregiving entails enormous 

burden, it is also acknowledged that the experience may be perceived as being 

rewarding. This study seeks to understand key aspects of caregiving in terms of 

perceived rewards, the experience of hope, and the social support available to family 

caregivers. Standardised instruments to assess these variables were administered to 

primary caregivers of people with schizophrenia and a comparative group. It was 

seen that both hope, and perceived social support significantly predicted reward 

perception in the caregivers.  

Keywords: Family caregiving; Schizophrenia; Mental illness; Informal care; 

Caregiver competence; Caregiving rewards; Social support; Hope in caregiving  

 

 

 

 

 

 

 



Introduction 

 Schizophrenia is a severe mental disorder characterized by distortions in 

thinking, perception, emotions, language, sense of self and behaviour (World Health 

Organisation, 2019). The complexity of the illness poses considerable challenges for 

the person (or people) with schizophrenia (PWS) and has enormous repercussions 

for the family as well. In traditional Asian societies, the onus of caring for the PWS 

usually lies with the immediate family owing to socio-cultural expectations and it is 

mostly the spouse or parent who becomes the ‘natural’ primary caregiver. The 

concept of ‘dharma’ (social responsibilities towards others, mandated by Hindu 

religious beliefs) is a predominant notion that promotes the family’s role in caring for 

an ill or disabled member (Banerjee & Dixit, 2012). Family caregivers play a key role 

in looking after the PWS and engage with several tasks such as performing activities 

of daily living, preventing accidents, administering medication, managing behavioural 

problems and finances, as well as seeking and obtaining resources (Purba & 

Sutharangsee, 2014). There is a considerable amount of literature that evidence high 

levels of psychological distress (Ong, Ibrahim & Wahab, 2016; Stanley, Balakrishnan 

& Ilangovan, 2017), increased levels of burden (Stanley, Mettilda & Bhakyalakshmi, 

2016; Wan & Wong, 2019) and reduced quality of life (Margetić, Jakovljević, Furjan, 

Margetić & Maršanić, 2013; Ribé, Salamero, Pérez-Testor, Mercadal, Aguilera & 

Cleris, 2018) in caregivers of PWS. 

 Given the evidence relating to greater stress levels and increased burden 

faced by family caregivers, the availability of social support is a crucial factor that can 

help mitigate the adverse consequences of informal caregiving. Social support refers 

to the network of communication and mutual obligations that makes people feel 



loved, well regarded, or valued and enables the exchange of resources with others 

(Shumanker & Brownell, 1984). It is a protective factor that positively affects 

caregivers’ psychological well-being and quality of life, and lower levels of social 

support results in higher perception of caregiving burden (Kate, Grover, Kulhara & 

Nehra, 2013). In the Indian context, issues such as stigma and social ostracization 

may result in social network contraction and reduced social support (Stanley, 

Balakrishnan & Ilangovan, 2016). Reduced social support is associated with greater 

caregiver distress and negative appraisal of the caregiving function (Lerner, Chang, 

Rogers, Benson, Lyson & Dixon, 2018). However, it is also an important variable that 

influences family members’ perceived caregiving gains (Chen & Greenberg, 2004). 

 Many caregivers simultaneously report both positive experiences and some 

strain in discharging the caregiving function (Beach, Schulz, Yee & Jackson, 2000; 

Harmell, Chattillion, Roepke & Mausbach, 2011).  Concepts such as caregiver gain, 

caregiver well-being, and caregiver reward have given way to an understanding that 

there are positive elements as well associated with the caregiving experience 

(Anderson & White, 2018). These concepts may however seem alien to Indian socio-

cultural traditions that emphasise the selfless nature of caregiving, necessitated by 

familial obligations and strong kinship ties. A systematic review of the positive impact 

of schizophrenia on family members identified nine sub-themes pertaining to 

enhanced affection, compassion, family solidarity, self-confidence, personal growth, 

learning knowledge and skills, affirmation, admiration, and appreciation (Shiraishi & 

Reilly, 2019). However, most of the literature generated around positive aspects of 

caregiving has been in the context of older people with dementia and the literature 

on this theme within mental illness and schizophrenia in particular, is still nascent.  



 Psychotic illnesses such as schizophrenia have been traditionally viewed as 

being degenerative and chronic disorders with little prospect of recovery (Davidson, 

2016). The term recovery however carries different meanings for different people 

and is not necessarily an indication of ‘cure’ or absolute symptomatic relief as viewed 

through a clinical lens. Recovery in subjective terms pertains to a self-appraised 

sense of wellness (Jacob, 2015). It is a set of values that challenge the dominant 

dichotomies such as lack of choice, loss of responsibility, imposed care and 

treatment, typically associated with mental health services (Kelly & Gamble, 2005). 

Recovery encompasses an attitude and a manner of life that enables coping with the 

issues of everyday life, to re-establish a valued and new sense of integrity beyond 

the functional limitations imposed by the illness (El-Monshed & Amr, 2020). Hope is 

an important element associated with recovery in terms of readjustment and 

realignment to the challenges posed by the illness. 

Hope pertains to an individual’s perceived capacity, or agency to develop 

pathways to achieve desired goals (Snyder 2002). It is based on positive 

expectations relating to the future and is an optimistic outlook relating to what lies 

ahead irrespective of current contextual factors and experience. It is central to a 

family's coping efforts in dealing with the impact of mental illness and can sustain 

and allow family caregivers to move forward (Bland and Darlington 2002; Spaniol, 

2010). Beliefs about the mental disorder, and the knowledge and attitudes of 

caregivers regarding recovery are likely to impact on caregivers’ feelings of 

hopefulness (Friedman-Yakoobian, Mamani & Mueser, 2009). These beliefs and 

attitudes may in turn influence their interaction with the care recipient and thereby 

impact the process of recovery (Lobban, Barrowclough & Jones, 2003). Hope is 

associated with a wide range of psychosocial and physical benefits (Snyder, Lopez & 

https://www.sciencedirect.com/science/article/pii/S221413912030113X#b0060
https://www.sciencedirect.com/science/article/pii/S221413912030113X#b0060


Pedrotti, 2011), enables coping with adversity (Linley & Joseph, 2004), and is an 

important component of therapeutic change (Snyder & Lopez, 2009). However, there 

is a dearth of literature on hope in caregivers of PWS and we felt it would be 

worthwhile to explore its manifestation in this study. 

 While most of the caregiving literature in schizophrenia focuses upon the 

negative consequences, there is also acknowledgement that informal caregiving may 

have associated benefits and gains for family caregivers. However, this body of 

literature is rather underdeveloped and scant, particularly in the Indian context where 

little attention has been paid to positive outcomes related to informal caregiving. 

Framed against this background, this study seeks to address the following issues: 

1. How do caregivers of PWS compare with a reference group of respondents 

on key variables (hope, social support and perceived rewards)? 

2. What is the nature of the relationship among these variables? 

3. Do caregivers of PWS differ among themselves based on their gender and 

the gender and marital status of their care recipients? 

4. What variables predict/explain the perception of caregiving rewards? 

Methods 

The setting for the study 

We collected data in a multi-speciality postgraduate institution attached to a 

Medical College in south India. The clientele for the hospital draws mostly from the 

adjoining rural areas and being a Government run institution, is immensely popular 

owing to the provision of high quality subsidised medical services and facilities. 



Study design 

This cross-sectional study used survey methodology for data collection. The 

study was comparative as caregivers of people with schizophrenia (Study group-SG) 

were compared to a similar group of caregivers drawn from the General Medicine 

department (Reference group-RG).  

Data collection 

We identified caregivers of PWS (SG) availing services in the Department of 

Psychiatry of the hospital and the carers of the reference (control) group (RG) from 

the General Medicine department of the same institution. Seventy-five consecutive 

caregivers of patients who approached both departments for treatment between 

August 2019 and January 2020 were enlisted as respondents for the study. Thus, a 

non-probability method of consecutive sampling was employed. The inclusion of the 

RG enabled us to statistically compare both respondent groups on the key variables 

of the study. RG respondents were seeking treatment for minor health ailments such 

as body pain, fever, diarrhoea, vomiting, etc. The second author collected data from 

the respondents after explaining the purpose of the study and seeking their voluntary 

participation.  

Measures 

 The Adult Hope Scale (Snyder, Harris, Anderson et al., 1991) contains 

twelve items and has two component sub-scales. First, is the agency component, 

which involves a sense of successful goal-directed motivation and four items 

measure this aspect; second, is the pathways component, which refers to a sense of 

successful goal-directed planning and also has four items. The remaining four items 

are fillers. Respondents use a four-point Likert scale with responses ranging from 



‘definitely false’ to ‘definitely true’ to indicate their position for all items. Higher scores 

indicate higher levels of hope. 

 The Multidimensional Scale of Perceived Social Support (Zimet, Dahlem, 

Zimet, & Farley, 1988) is a 12 item self-report measure of subjectively assessed 

social support. The instrument includes items that measures perceived social 

support received from Family, Friends, and a Significant Other. Respondents 

indicate their preference on a 7-point Likert scale ranging from ‘strongly agree’ to 

‘strongly disagree’. 

 The Rewards of Caregiving Scale (Archbold & Stewart, 1996) consists of 10 

items rated on a five-point Likert-type scale. The score ranges from ‘not rewarding at 

all’ (0) to ‘very rewarding’ (4) with a maximum total score of 40. Respondents 

indicate their preference on a 5-point Likert scale ranging from ‘not rewarding at all’ 

to ‘a great deal of reward’, with a higher score indicating more perceived rewards.  

Reliability analysis 

 We computed Cronbach’s alpha for each of the measures used in this study. 

The values were: Hope scale, α = .70; Social support scale, α = .88; Perceived 

rewards scale, α = .87. This indicates ‘acceptable’ reliability for the hope scale and 

‘good’ reliability for the social support and perceived rewards scales (George & 

Mallery, 2003).  

Ethical considerations 

The ethical review board of the medical college hospital granted clearance for 

the protocol of the study prior to data collection. We sought informed consent from 

prospective respondents after explaining the nature of the study. They had the option 

to drop out of the study at any point and we made it clear that non-participation in the 



study would in no way influence the services they were receiving from the institution. 

Their participation in the study was hence voluntary, and we did not collect any 

personal identifying data, or make any follow up contacts after data collection.  

Statistical analyses 

SPSS version 23 was used for data analysis and we compared both groups of 

respondents on the key variables of the study using t tests. Pearson’s correlation 

coefficients were used to ascertain the statistical relationship among variables. 

Multiple regression analyses enabled us to identify predictors of perceived rewards 

and to determine moderation and mediation effects. 

Results 

Respondents’ profile 

Table 1 presents key background information pertaining to respondents of 

both the groups. Student t tests based on the age of the caregivers as well as the 

care recipients, did not indicate any statistically significant difference between both 

groups. Similarly, there was no significant difference based on their monthly income. 

Chi-square tests also indicated no statistical difference based on the care recipients' 

gender, their religion and marital status. Similarly, there were no statistically 

significant differences between both the groups based on the caregivers' gender and 

caregiving status (parent/spouse). All caregivers were married and were mostly 

residents of adjoining rural areas. Matching both respondent groups on important 

socio-demographic variables ensured their comparability for this study. The illness of 

the care recipients was the major factor that differentiated both the groups. 

Insert Table 1 here 



Between-group comparison of key variables     

 Data in table 2 compares both respondent groups on all the key variables of 

the study using t tests. A significant statistical difference between both groups on all 

the key variables of the study was observed except for the pathways component of 

the hope scale. 

Comparisons based on care recipients’ gender  

 We then used t tests to compare respondents of the SG based on their 

gender on all the key variables of the study. No statistically significant results were 

obtained based on this comparison except for the pathways component of the hope 

scale (t = 2.29; df = 73; p < .05). Mean score comparison revealed higher mean 

scores for male respondents (M = 30.30; SD = 0.70) than for female (M = 29.72; SD 

= 1.49). 

Comparisons based on care recipients’ marital status  

 This comparison was based on the marital status of the care recipients 

(single/married) of the SG using t tests. Analysis revealed significant statistical 

differences on the total hope score (t = 11.92; df = 73; p < .001) as well as for both 

its component subscales. Mean scores were higher for those caring for recipients 

who were single (M = 60.44; SD = 2.64) than for those who were married (M = 29.31; 

SD = 1.01). A statistically significant difference was also seen on the perceived 

rewards score (t = 2.81; df = 73; p < .01); with those taking care of married PWS 

scoring higher (M = 25.42; SD =3.36) than those caring for those who were single (M 

= 23.33; SD = 3.06). 

Insert Table 2 here 



Comparisons based on caregivers’ gender  

 Results of the t tests based on this comparison yielded a significant difference 

only on the pathways subscale of the hope scale (t = 3.84; df = 73; p < .001) with 

female caregivers obtaining a higher mean score (M = 30.43; SD = .50) than male 

respondents (M = 29.5; SD = 1.53). 

Comparisons based on caregivers’ relationship  

 The next comparison was based on all the variables of the study and 

differentiated the caregivers according to their relationship status with the PWS 

(parent or spouse). Significant differences were obtained for the total hope score (t = 

9.72; df = 73; p < .001), with parents obtaining higher mean scores (M = 60.21; SD = 

2.72) when compared to the spouses (M = 54.33; SD = 2.50) of the PWS. Significant 

differences were also noted on both the subscales of the hope scale (agency: t = 

9.47; df = 73; p < .001 and pathways: t = 7.95; df = 73; p < .001). 

Correlations among variables         

 As expected, the scores of component subscales showed high correlations 

among themselves and with the total scale score of each scale (Table 3). The total 

scores of the three key variables showed significant positive correlations among 

themselves indicating a tendency for one to reinforce the other. The age of the 

caregiver as well as that of the care recipient were negatively related to hope 

indicating that younger caregivers and care recipients have more hope. In terms of 

the relationship between age and perceived rewards, older caregivers perceived 

lesser rewards while younger care recipients perceived more rewards. Both the 

caregivers’ as well as recipients’ age did not obtain any significant correlation with 

the total social support score. The duration of caring entered significant negative 

Insert Table 3 here 



correlations with the total hope score and both its components (agency and 

pathways). 

Predictors of Perceived Rewards 

We were interested in identifying if hope and social support contributed to the 

manifestation of rewards perceived by the caregivers. We also wished to determine if 

social support played a role in moderating or mediating the relationship between 

hope and perceived rewards. A series of regression analyses were hence carried out 

using only data for the study group. 

 In the first model, the Perceived Rewards total score was treated as the 

dependent variable and the total Hope and Social Support scores as independent 

variables.  The resulting model was significant (F (2, 72) = 10.82; p < .001) and 

together the independent variables explained 23% of variance in the dependent 

variable (R2 = .23; R2 (Adjusted) = .21). Both the total Hope score (B = .33; SE = .09; β 

= .39; p < .001) and Social Support scores (B = .25; SE = .07; β = .39; p < .001) 

emerged as significant predictors of Perceived Rewards in terms of their direct effect 

(Figure 1). 

 The second regression model was generated to investigate whether the 

association between hope and perceived rewards depends on the extent of social 

support available to the caregivers. A moderation analysis was hence carried out 

after centering the hope and social support scores and an interaction variable was 

then computed (Aiken & West, 1991). This interaction term was then introduced in 

the first model along with the two predictors (hope and social support). The 

interaction between hope and social support was however not significant (B = .66, 

SE = .40,  = .18, p > .05), suggesting that social support did not exert a moderating 

influence on the relationship between hope and perceived rewards.  



 Simple mediation analysis was used to investigate the hypothesis that social 

support mediates the effect of hope on social support. Results indicated that hope 

was a significant predictor of social support (B = .31, SE = .15, β = .23, p = .04), and 

that social support was a significant predictor of perceived rewards (B = .25, SE = 

.07, β = .39, p = .0005). These results support the mediational hypothesis (Figure 2). 

Hope however continued to be a significant predictor of perceived rewards even after 

controlling for the mediator, social support (B = .33, SE = .09, β = .39, p = .0005), 

indicating that only partial mediation was taking place. Approximately 23% of the 

variance in perceived rewards was accounted for by both the predictors (R2 = .23). 

The indirect effect was tested using a percentile bootstrap estimation approach with 

10000 samples (Shrout & Bolger, 2002), implemented with the PROCESS macro-

Version 3 (Hayes, 2017). These results indicated the indirect coefficient was 

significant (B = .08, SE = .04, 95%CI [.01, .16]), standardized β = .09. Hope was 

associated with perceived rewards scores that were approximately .08 points higher 

as mediated by social support. 

Discussion 

 The majority of the caregivers in this study were middle-aged married women, 

taking care of a single young adult male child with a diagnosis of schizophrenia.  

This conforms with the typical caregiver profile seen in earlier studies conducted 

elsewhere (e.g., Sun, Ge, Meng, Chen & Liu, 2019; Lasebikan & Ayinde, 2013; Hidru 

et al., 2016). 

 This study has revealed that compared to the RG, caregivers of PWS were 

lower in terms of overall hope, social support and perceived rewards. These findings 

are consistent with the literature which indicates greater caregiving stress and 



burden, diminished quality of life and lower levels of perceived social support in 

family caregivers of PWS. While this study has not identified reasons for reduced 

social support perceived by the caregivers, this may be due to the stigma frequently 

associated with the illness (Venkatesh, Andrews, Mayya, Singh & Parsekar, 2015; 

Singh, Mattoo & Grover, 2016), along with ignorance relating to mental illness in 

general and schizophrenia in particular. Low literacy levels, lack of awareness, 

beliefs associated with the paranormal are typically prevalent in Indian society and 

widespread in rural areas (Kishore, Gupta, Jiloha, & Bantman, 2011). Given that the 

population of this study hailed predominantly from a rural background, these factors 

are likely to be significant in influencing social attitudes relating to mental illness. 

Social support is a key factor that determines caregiver wellbeing and has been 

identified as a key predictor of their quality of life (Ribe et al., 2018) and is strongly 

associated with the manifestation of depression (Saunders, 2003) and experience of 

burden (Zeng, Zhou & Lin, 2017; Sun et al., 2019). Besides being of immense value 

for family caregivers, there is also evidence of a significant positive association 

between perceived social support and patient recovery (El-Monshed & Amr, 2020). 

The expectation of recovery is associated with hope and this may vary with 

the manifestation of symptoms (Bland & Darlington, 2002). Hope is an essential 

ingredient in recovery from schizophrenia and can affect one's physiology, influence 

health, impact on relationships and shape the future (Harding, Zubin & Strauss, 

1987). It is also an important factor that determines resilience and quality of life in 

family caregivers and is important in treatment and symptom management in mental 

illness (Amagai, Takahashi & Amagai, 2016; Tweedell, Forchuk, Jewell & 

Steinnagel, 2004). While studies that have dealt with the aspect of hope in the 

mental health context are scant, there is indication of a strong sense of distress, 



despair and hopelessness in family caregivers looking after PWS (Ae-Ngibise, Doku, 

Asante & Owusu-Agyei, 2015; Karp & Tanarugsachock, 2000). Our findings agree 

with these observations. We also found more hope manifested in caregivers who 

were parents caring for PWS who were single. This seems to be in line with the 

expectation of positive outcomes that parents generally have for their children. We 

also feel that given the cultural context of our study, the notion of Dharma which 

emphasises goodness of purpose and selflessness, is instrumental in motivating 

family members to do their utmost in discharging the caregiving function. 

 The significant positive correlations seen between the three key variables of 

this study (hope, social support and perceived caregiving rewards) indicate that they 

tend to exert a mutually reinforcing influence on one another. This is significant from 

the perspective of intervention as strengthening one of the key variables would 

potentially influence the manifestation of the other two. For example, enhancing 

social support provision for caregivers can positively influence hope as well as the 

perception of rewards by them. We also note the negative relationship between the 

age of the caregivers, age of the PWS, the duration of their illness and the hope 

manifested in the caregivers and their perception of positive rewards. Taken 

together, these findings indicate that with increasing age of both, the ill person and 

the caregiver and over a longer period of the illness, there is a tendency for the 

caregivers to be less hopeful in terms of future positive outcomes. This indicates a 

sense of resignation and helplessness with the passage of time. 

 Analysis also extracted both social support and hope as significant predictors 

of perceived positive rewards and the role played by social support in mediating the 

relationship between hope and perceived rewards. This indicates that to enhance the 

perception of the caregiving function as being more rewarding, it is important to 



increase the extent of social support available to caregivers and thereby enhance 

their feelings of hope. 

Implications for intervention 

 Social workers are important members of the psychosocial rehabilitation team 

in many clinical settings and are hence in a position of vantage to work closely with 

the immediate family of the PWS. At the outset, there needs to be a recognition and 

an empathic understanding of the needs and issues faced by family caregivers and a 

conscious effort to work closely with them to mitigate various difficulties and enhance 

the efficacy of the caregiving function. Our study points to the need for a two-

pronged emphasis; first to enhance hope and second to increase the provision of 

available social support. 

 There is ample evidence that family psychoeducation is an important element 

of intervention with caregivers of PWS and enables better symptom management 

and reduction of caregiver burden (e.g., Sharif, Shaygan & Mani, 2012; Ozkan, 

Erdem, Demirel Ozsoy & Zararsiz, 2013; Yasuma et al., 2020) and improvement in 

the quality of life of caregivers (Verma, Walia, Chaudhury & Srivastava, 2019). Most 

family psychoeducation programs incorporate elements relating to the nature of the 

illness, treatment modalities, drug compliance, dealing with behavioural issues, 

effective communication, crisis management, problem-solving skills training and 

coping with life with the PWS (Magliano et al., 2006; McFarlane, Dixon, Lukens, & 

Lucksted, 2003; Nirmala, Vranda & Reddy, 2011). While such approaches enable 

better preparedness and increase in caregiving confidence and competence, it is 

also important that family-based interventions seek to promote hope and optimism 

among caregivers. The literature indicates that participation in psychoeducation 



programmes by itself does enhance hope in caregivers (Hernandez, Barrio, Gaona, 

Helu-Brown, Hai, & Lim, 2019).  

 Hope in this context does not refer to the raising of false expectations relating 

to recovery and cure but imparting a realistic perspective relating to the nature of the 

illness and the confidence to deal with the ups and downs potentially encountered 

along the way. Hope therapy, which consists of a series of interventions designed to 

elicit hopeful cognitions, enhance goal-pursuit activities and reduce distress among 

adults referred to individual, marital, and group counselling (Snyder, Lopez & 

Pedrotti, 2011) could be of benefit while working with family caregivers. Improving 

communication (Redlich, Hadas-Lidor, Weiss & Amirav, 2010) among family 

members and strengthening intra-familial relationships (Hernandez et al., 2019) are 

other aspects that family intervention approaches need to focus on as there is 

evidence that these are linked to augmentation of hope in caregivers. Stuart & 

Schlosser (2009) advocate the use of Multifamily Group Treatment as an evidence-

based intervention for treating persons with schizophrenia as well as their families. 

This approach integrates psychoeducation and behavioural family therapy in a 

multiple-family group format. Hazel et al., (2004), provide evidence for the 

effectiveness of this therapeutic modality through a longitudinal study of family 

caregivers who showed reduced psychological distress across a two-year treatment 

period. 

 Enhancement of social support is the second key implication of our findings 

and social workers again have a significant role to play in this regard. Social support 

intervention is conceptualised as having two dimensions (Elvish, Lever, Johnstone, 

Cawley & Keady, 2013); first enhancing the 'feeling of connectedness' with 

immediate family members and second, building 'new connections' through network 



expansion. A practical measure would be to conduct community-based awareness 

programmes in the neighbourhood of the PWS. This could involve the distribution of 

pamphlets and small group meetings involving the immediate neighbours of the 

PWS to alleviate myths and misconceptions relating to schizophrenia, reduce stigma 

and generally promote better social interaction and strengthening of networks for the 

family of the PWS. Peer to peer services are also beneficial in terms of enhancing 

social support in family caregivers (Fukui, Davidson, Holter & Rapp, 2010). This 

study evidences the important role that friends, and significant others play in 

providing social support. Organising therapeutic groups for small groups of family 

caregivers during hospital visits is an important modality to promote peer interaction 

so that caregivers can learn coping strategies from one another and derive comfort 

from sharing experiences and feelings. Empathic engagement, family 

psychoeducation on various aspects of the illness and its management, provision of 

ongoing support, social network enhancement, facilitating access to community 

resources are thus key elements of intervention with family caregivers (Stanley & 

Shwetha, 2006).  

Limitations 

 Like all relationships, the caregiver-recipient relationship is prone to 

fluctuations, is not a static bond and may change over time. The cross-sectional 

design of this study may not have sufficiently captured these dynamics.  

 Further, the study has not considered features of the illness such as 

symptomatology, regularity of medication, age of onset and other clinical features 

that could influence the caregiving challenges encountered by the respondents. 



 The regression model used for prediction, though significant, accounted only 

for 23% of the variance. As such the model does not holistically account for other 

factors that influence the perception of rewards. 

 This study based in a clinical setting, may not be entirely relevant to PWS in 

community-based rehabilitation programmes, particularly in terms of the social 

support available in community settings. 

 Personality attributes of the caregiver and their caregiving motivations may 

influence their caregiving role and perceptions associated with caregiving difficulties. 

We have not considered these variables in this study. 

 However, despite these limitations, the predominantly rural background of the 

respondents in this study provides insights into caregiver experiences in rural India 

and adds to the scant literature in this regard. This is particularly important owing to 

a lack of understanding of mental illness, higher incidence of stigma and the dearth 

of mental health support services available in rural areas vis a vis the urban 

populace. Variables pertaining to rewards and hope associated with caregiving in 

schizophrenia have in general not found significant mention in the Indian caregiving 

literature. This study turns the spotlight on caregivers and emphasises the need to 

work with them to heighten hope, enhance support and thereby aid the perception of 

their caregiving function as being rewarding. This in the long run augurs well for their 

own wellbeing as well as that of their care recipients. 
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Details Study Group 

(n = 75) 

Reference 

Group (n = 75) 

Statistical 

test 

Care recipients    

Age (Range) 19 to 60 years 

Mean = 34.91 

SD = 9.81 

18 to 60 years 

Mean = 34.99 

SD = 9.95 

t=  . 05 

p = .96 

Gender          

Male 

 

46 (61.3) 

 

44 (58.7) 

 

χ2= .11 

Female 29 (38.7) 31 (41.3) p = .74 

Marital status 

 Single 

Married 

 

39 (52.0) 

36 (48.0) 

 

31 (41.3) 

44 (58.7) 

 

χ2= 1.71 

p = .19 

Duration of illness 1 to 15 years 

Mean = 4.13; 

SD = 4.12 

--------- --------- 

 

Caregivers  

   

Age (Range) 25 to 60 years 

Mean = 46.24 

SD = 8.57 

25 to 60 years 

Mean = 44.15 

SD = 7.89 

t= 1.62 

p = .12 

Gender          

Male 

 

28 (37.3) 

 

39 (52.0) 

 

χ2= 3.26 

Female 47 (62.7) 36 (48.0) p = .07 

Relationship    

Spouse 36 (48.0) 45 (60.0) χ2= 2.17 

Parent 39 (52.0) 30 (40.0) p = .14 

Religion    

Hindu 68 (90.7) 65 (86.7) χ2= .60 

Others 7 (9.3) 10 (13.3) p = .44 

Occupation    

Housewife 44 (58.7) 36 (48.0) χ2= 1.71 

Farmer 31 (41.3) 39 (52.0) 

  

p = .19 

Income (Rupees) 0 to 6000 

Mean =1633.3 

SD = 2020.73 

0 to 5000 

Mean =2026.6 

SD = 2019.99 

t = -. 05 

p = .24 

Residence    

Rural 70 (93.3) 70 (93.3) --------- 

Urban 5 (6.7) 5 (6.7)  

Table 1 

Comparative Profile of Caregivers of Both Groups based on Sociodemographic factors 

 



 

Table 2 

Comparisons of Both Groups on Key Variables using t Tests 

 

                                                                                                                                                                     *n= 75; df= 148 
 
 
 
 
 
 
 

Variable Group* Mean SD ‘t’ p 

Agency Study Group 27.31 2.97 8.69 .000 

Reference Group 30.37 .73   

Pathway Study Group 30.08 1.10 1.16 .249 

Reference Group 29.88 1.01   

Total Hope Score Study Group 57.39 3.93 5.82 .000 

Reference Group 60.25 1.66   

Family Study Group 24.15 2.48 13.45 .000 

Reference Group 28.00 1.01   

Friends Study Group 23.89 1.67 12.46 .000 

Reference Group 26.87 1.21   

Significant other Study Group 24.04 1.42 5.86 .000 

Reference Group 25.00 1.02   

Total Social Support Score Study Group 72.08 5.23 12.56 .000 

Reference Group 79.87 1.21   

Perceived Rewards Study Group 24.33 3.35 13.38 .000 

Reference Group 29.57 .50   



 
                   Table 3 

                  Intercorrelation Matrix for Variables (Study Group only) 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                                                                                                     n = 75; *p < .05; **p < .01 

 

Variable 1 2 3 4 5 6 7 8 9 10 11 

1. Caregivers’ Age 1           

2. Recipients’ age -.20 1          

3. Duration of caring -.09 .65** 1         

4. Agency  -.36** -.59** -.45** 1        

5. Pathway -.16 -.48** -.37** .83** 1       

6. Total Hope -.32** -.58** -.44** .99** .91** 1      

7. Family -.07 .02 .05 .22 .24* .24* 1     

8. Friends -.03 -.01 .03 .22 .27* .24* .87** 1    

9. Significant other -.16 -.03 .01 .16 .15 .16 .84** .69** 1   

10. Total Social support -.09 -.01 .03 .22 .24* .23* .98** .92** .89** 1  

11. Perceived rewards -.25* .30** .22 .31** .23* .30** .24* .32** .30** .30** 1 
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Figure 1 

Predictors of Perceived Rewards: Path Diagram showing Standardised Estimates 
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Figure 2 

Standardised Regression Coefficients for the Relationship between Hope and 

Perceived Rewards as Mediated by Social Support 

 

   

 

Perceived 
Rewards Hope 

  

Social Support 
         

β =.29; p < .01 

β = .39; p < .001 β = .23; p < .05 

β =.39; p < .001 

Note: Solid arrows show direct effects; dashed arrow indicates total effect 


