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Positive Aspects of Caregiving and Its Correlates
among Caregivers of Bipolar Affective Disorder
S Grover, N Kate, S Chakrabarti, A Avasthi

Abstract
Objective: To evaluate the positive aspects of caregiving and its correlates (socio-demographic and
clinical variables, caregiver burden, coping, quality of life, psychological morbidity) in the primary
caregivers of patients with bipolar affective disorder (BPAD).
Methods: A total of 60 primary caregivers of patients with a diagnosis of BPAD were evaluated on the
Scale for Positive Aspects of Caregiving Experience (SPACE) and the Hindi version of Involvement
Evaluation Questionnaire, Family Burden Interview Schedule (FBIS), modified Hindi version of Coping
Checklist, shorter Hindi version of the World Health Organization Quality of Life (WHOQOL-BREF),
and Hindi translated version of 12-item General Health Questionnaire (GHQ-12).
Results: Caregivers of patients with BPAD had the highest mean score in the SPACE domain of
Motivation for caregiving role (2.45), followed by Caregiver satisfaction (2.38) and Caregiving personal
gains (2.20). The mean score was the lowest for the domain of Self-esteem and social aspect of caring
(2.01). In terms of correlations, age of onset of BPAD had a negative correlation with various domains
of SPACE. The mean number of total lifetime affective and depressive episodes correlated positively
with Self-esteem and social aspect of caring. Caregiver satisfaction correlated negatively with FBIS
domains of Disruption of routine family activities, Effect on mental health of others, and subjective
burden. Coercion as a coping mechanism correlated positively with domains of Caregiving personal
gains, Caregiver satisfaction, and the total score on SPACE. Three (Physical health, Psychological health,
Environment) out of 5 domains of the WHOQOL-BREF correlated positively with the total SPACE
score. No association was noted between GHQ-12 and SPACE scores.
Conclusion: Positive caregiving experience in primary caregivers of patients with BPAD is associated
with better quality of life of the caregivers.
Key words: Bipolar affective disorder; Caregivers

Prof. Sandeep Grover, MD, Department of Psychiatry, Postgraduate Institute of
Medical Education & Research, Chandigarh, India.
Dr Natasha Kate, MD, Former Senior Resident, Department of Psychiatry,
Postgraduate Institute of Medical Education & Research, Chandigarh, India.
Prof. Subho Chakrabarti, MD, Department of Psychiatry, Postgraduate
Institute of Medical Education & Research, Chandigarh, India.
Prof. Ajit Avasthi, MD, Department of Psychiatry, Postgraduate Institute of
Medical Education & Research, Chandigarh, India.
Address for correspondence: Prof. Sandeep Grover, Department of Psychiatry,
Postgraduate Institute of Medical Education & Research, Chandigarh 160012,
India. Tel: (91-172) 2756 807; Fax: (91-172) 2744 401 / 2745 078; Email:
drsandeepg2002@yahoo.com
Submitted: 7 November 2016; Accepted: 14 August 2017

Introduction
Bipolar affective disorder (BPAD) is a chronic, relapsing
condition which is associated with significant negative
outcomes for patients and their caregivers. Negative
outcomes for the patient include work dysfunction,1,2
educational problems,3 marital failure, interpersonal
relationship
problems,4,5
neurocognitive
deficits,6
© 2017 Hong Kong College of Psychiatrists

suicidality,7 financial problems,8 substance abuse,9-11 residual
symptoms in between the episodes,12 poor quality of life
(QOL),13 disability,14 stigma,15 cardiovascular morbidity,16
and premature mortality.17 The impact on caregivers has
been evaluated in the form of caregiver burden, poor QOL,
stigma, psychological morbidity, poor physical health,
distress, and financial constraints.18-23
However, in recent times, studies have also begun to
evaluate the positive aspects of caregiving (PAC) among
caregivers of patients with severe mental disorders. Most of
the literature on PAC is related to dementia and end-of-life
care. These studies have shown that caregivers experience
subjective gains and satisfaction.24,25
Only occasional studies have evaluated PAC among
the caregivers of patients with BPAD. A study from our
centre evaluated PAC using the Experience of Caregiving
Inventory (ECI),23 which assesses caregiving appraisal using
the framework of stress-appraisal coping. The inventory
has 10 domains, 8 of which assess negative aspects of
caregiving and 2 evaluate PAC. A study showed that when
compared with caregivers of patients with schizophrenia,
their counterparts with BPAD have lower rated positive
personal experiences.23 This study also showed a significant
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positive correlation between positive and negative
caregiving appraisal, and did not find any association of
PAC with socio-demographic variables of patients and
caregivers, clinical profile of the patients, or psychological
morbidity assessed by General Health Questionnaire (GHQ)
among caregivers.23 However, it is important to note that
the assessment of PAC in the ECI is not comprehensive.
Another qualitative study which evaluated PAC in the form
of rewards among the adult children of parents with BPAD
reported intensification of the relationship as a reward of
caregiving.26
When one evaluates the data on PAC among
caregivers of patients with various psychiatric disorders,
it is evident that most of the data on PAC come from
qualitative studies and that there have been some attempts
to design scales and questionnaires to assess various aspects
of PAC. The available scales include the positive caregiving
experience domain of the ECI,27 Caregiving Satisfaction
Scale,28 Caregiving Gains Scale,29 the Finding Meaning
Through Caregiving Scale,30 and the PAC Scale.31 Many
of these scales evaluate 1 or 2 aspects of PAC. Recently,
the Scale for Positive Aspects of Caregiving Experience
(SPACE) was designed by taking the items from various
existing scales and validating the scale among caregivers of
patients with schizophrenia.32
Given the lack of data on PAC among caregivers
of patients with BPAD, the present study aimed to assess
PAC (using SPACE) and its correlates (socio-demographic
and clinical variables, caregiver burden, coping, QOL,
and psychological morbidity) in the primary caregivers of
patients with BPAD. According to the null hypothesis, it
was hypothesised that PAC would not be related to any of
the other caregiver variables.

Methods
This study was conducted in a multispecialty tertiary care
hospital in north India. The Ethics Review Committee of the
Postgraduate Institute of Medical Education and Research,
Chandigarh, India provided ethical approval for the study.
Patients and caregivers were recruited after obtaining
written informed consent. Patients were included in the
study if they had a diagnosis of BPAD as per the DSMIV33 (by Mini-International Neuropsychiatry Interview
[MINI]34); aged between 18 and 65 years; illness duration
of at least 1 year and currently in remission (i.e. Hamilton
Depression Rating Scale [HDRS]35 score of ≤ 7 and Young
Mania Rating Scale [YMRS]36 score of < 8). Patients with
co-morbid chronic physical, psychiatric and substance
dependence (except tobacco dependence) and organic brain
syndromes were excluded.
Primary caregivers were included in the study if they
were aged ≥ 18 years, continuously involved in the care of
the patient for at least 1 year, not diagnosed with a physical
or psychiatric disorder (other than tobacco dependence),
and able to read Hindi and / or English. A caregiver was
considered the primary caregiver if she / he was living
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with the patient and was involved in the care of the patient
for at least 1 year, such as looking after the patient’s daily
needs and medications, supervision of medication intake,
bringing the patient to hospital, staying with the patient
during hospital stay, and involved in maintaining liaison
with hospital staff.
Patients with another family member with a diagnosed
psychiatric disorder or chronic physical illness staying in
the same dwelling unit were excluded.

Sample and Instruments

The study included 60 patients with BPAD along with their
caregivers selected by convenience sampling.
The MINI34 was used to confirm the diagnosis of BPAD
and to rule out co-morbid psychiatric disorders. Patients
were rated on HDRS35 and YMRS36 to assess remission and
to evaluate the severity of residual psychopathology.
Scale for Positive Aspects of Caregiving Experience
The SPACE32 was developed at our institute. It comprises
44 items which assess the PAC experience. Each item was
rated on a 5-point rating scale (0-4) and the 44 items were
divided into 4 domains of positive caregiving: Caregiving
personal gains, Motivation for caregiving role, Caregiver
satisfaction, and Self-esteem and social aspect of caring.
The mean score for each domain was obtained by dividing
the total score of the domain by the number of items
included in the domain. The scale has shown good internal
consistency (Cronbach’s alpha, 0.923), test-retest reliability
(intraclass correlation coefficient, 0.81-0.99), crosslanguage reliability (intraclass correlation coefficient, 0.470.97), split-half reliability (Guttman split-half coefficient,
0.834), and face validity (> 90%).32
Family Burden Interview Schedule
The Family Burden Interview Schedule (FBIS), developed
by Pai and Kapur,37 is one of the most commonly used
tools to evaluate family burden among caregivers of mental
illnesses in India. The scale has good reliability (0.87) and
validity (0.72).37
Hindi Version of Involvement Evaluation
Questionnaire
The Involvement Evaluation Questionnaire38,39 was adapted
and validated in Hindi. The Hindi version (Hindi-IEQ) is
a self-rated questionnaire which evaluates the possible
consequences of caring for a family member with severe
mental illness.40 Factor analysis of the Hindi-IEQ included
29 items divided into 4 subscales: Tension (10 items),
Worrying-urging I (10 items), Worrying-urging II (6 items),
and Supervision (3 items). The Hindi version has good testretest and split-half reliability.40
Global Assessment of Functioning Scale
Global Assessment of Functioning Scale (GAF) is a
clinician-rated 100-point scale to rate the functioning of
the subject in the social, occupational, and psychological
East Asian Arch Psychiatry 2017, Vol 27, No.4

Positive Aspects of Caregiving

domains. The scale has clear description of each 10-point
intervals to rate the level of functioning. Rating was done
on the basis of all available information. The scale was
used to assess overall functioning relating to psychiatric
symptoms.41

correlation and Spearman’s rank correlation. Comparisons
were undertaken using the t test.

Hindi Version of Coping Checklist
The modified Hindi version42 of Coping Checklist developed
by Scazufca and Kuipers43 was used to assess the coping of
caregivers. It consists of 14 items divided into 5 subscales:
Problem focused, Seeking social support, Avoidance,
Coercion, and Collusion.

The mean (± standard deviation) age of patients was 38.53 ±
13.3 (range, 18-65) years and their mean duration of formal
education was 11.88 ± 3.43 (range, 0-17) years. In all, 60%
of the patients (n = 36) were male and about half (52%)
were in paid employment. The majority of patients (77%)
were married, Hindu (70%) by religion, and were from
nuclear families (60%). Those from an urban locality (55%)
outnumbered those from a rural locality. The mean family
monthly income was US$371.0 ± 230.8 (range, US$116.71167.0).
The mean age of caregivers was 44.52 ± 10.44
(range, 22-72) years and their mean duration of education
was 12.73 ± 3.61 (range, 0-18) years. There was a slight
preponderance of male caregivers (55%) and of those in
paid employment (57%). The majority of caregivers were
married (92%).
More than half of the caregivers (53%) were spouses
and 28% were parents. A minor proportion of caregivers
were children (13%), siblings (3%), and other relatives (3%).
The caregivers were in the caregiving role for a mean of 9.36
± 8.00 (range, 1-32) years and were spending 2.19 ± 1.35
(range, 0.5-7) hours per day in taking care of the patient.
The clinical profile of the patients is shown in Table
1. The mean age of onset was 26.28 ± 10.24 years and the
mean duration of illness was 12.16 ± 11.01 years. They had
a mean of 6.75 ± 5.63 lifetime affective episodes. The mean
number of lifetime hypomanic / manic / mixed episodes
exceeded that of depressive episodes. Few patients (n =
6; 10%) had co-morbid substance dependence. The mean
HDRS score was 1.83 and the mean YMRS score was
0.85. In terms of medications, half of the patients were
receiving valproate and slightly more than one-third were
receiving lithium. About half of the patients were receiving
concomitant antipsychotic medications and 40% were
concomitantly receiving antidepressants; about one-fifth
were receiving benzodiazepines.

World Health Organization Quality of Life–BREF
The shorter Hindi version of the World Health Organization
Quality of Life (WHOQOL-BREF) is a 26-item multilingual
instrument designed to assess QOL. Each item was rated
on a 5-point scale with a total score range of 26 to 130.
It emphasises the subjective evaluation of the respondent’s
health and living conditions. The scale has 5 domains:
General health, Physical health, Psychological health,
Social relationships, and Environment. This scale has
been found to have psychometric properties comparable
to those of the full version (WHOQOL-100).44 The scale
has good discriminant validity, concurrent validity, internal
consistency, and test-retest reliability.45 A self-administered
Hindi version of the instrument was used for this study.
Hindi Translated Version of the 12-Item General
Health Questionnaire
Hindi translated version46 of the 12-item GHQ (GHQ-12)47
was used to assess psychological morbidity. A score of
< 2 indicates the subject is free from any psychiatric
illness.48

Procedure

Patients with a diagnosis of BPAD who were accompanied
by a caregiver were contacted during their routine outpatient
follow-up visits and were given information about the
study. Those who provided written informed consent and
fulfilled the selection criteria were recruited by convenience
sampling. The patients were assessed on the HDRS, YMRS,
and GAF. The FBIS was completed by a clinician based on
a semi-structured interview with the primary caregiver.
Caregivers completed the SPACE, Hindi-IEQ, Hindi
version of Coping Checklist, the WHOQOL-BREF, and
the Hindi version of the GHQ-12. Caregivers scoring of
> 2 on the GHQ-12 were advised to seek formal psychiatry
consultation.

Statistical Analysis

The SPSS (Windows version 14.0; SPSS Inc., Chicago
[IL], US) was used to analyse the data. Mean and standard
deviation were computed for continuous variables whereas
frequency and percentages were computed for categorical
and nominal variables. Correlation between PAC and other
variables was assessed using Pearson’s product moment
East Asian Arch Psychiatry 2017, Vol 27, No.4

Results
Socio-demographic and Clinical Profiles

Positive Aspect of Caregiving

As shown in Table 2, the mean SPACE weighted score
was highest for Motivation for caregiving role followed by
Caregiver satisfaction and Caregiving personal gains. The
mean score was lowest for Self-esteem and social aspect
of caring. The mean total weighted score was 2.26 ± 0.84.

Caregiver Burden, Caregiving Consequence, and
Coping

Caregiving consequences assessed by the Hindi-IEQ
showed that the mean score was highest for the domains
of Worrying-urging I followed by Worrying-urging II and
Tension. The mean score was lowest for the domain of
Supervision (Table 2).
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Table 1. Clinical profile of patients (n = 60).
Data*
No. of lifetime hypomanic / manic / mixed episodes

3.90 ± 4.05 (1-20)

No. of depressive episodes

2.85 ± 3.23 (0-15)

No. of lifetime affective episodes

6.75 ± 5.63 (2-26)

Age of onset (years)

26.28 ± 10.24 (14-50)

Duration of illness (years)

12.16 ± 11.01 (1-45)

Co-morbidity
Prior alcohol dependence
Prior opioid dependence
Prior cannabis harmful use
Current tobacco dependence
Global Assessment of Functioning Scale score

1 (1.7)
1 (1.7)
2 (3.3)
2 (3.3)
66.88 ± 10.81 (50-90)

Hamilton Depression Rating Scale score

1.83 ± 2.74 (0-7)

Young Mania Rating Scale score

0.85 ± 1.86 (0-6)

Mood stabilisers
None
Lithium
Valproate
Lithium + valproate
Carbamazepine / oxcarbazepine

5 (8.3)
22 (36.7)
30 (50.0)
1 (1.7)
2 (3.3)

Antipsychotics
None
Yes†

31 (51.7)
29 (48.3)

Antidepressants
None
Yes‡

35 (58.3)
25 (41.7)

Other medications
Clonazepam
Others§

10 (16.7)
4 (6.7)

Patients getting free medication from hospital
*
†
‡
§
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7 (11.7)

Data are shown as mean ± standard deviation (range) or No. (%) of subjects.
Twelve patients were receiving olanzapine, 8 on quetiapine, 4 on risperidone, 2 on chlorpromazine, and 1 each on amisulpride,
aripiprazole, and trifluoperazine.
Seven patients were receiving escitalopram, 5 each on sertraline and mirtazapine, 4 on bupropion, 2 on fluoxetine, and 1 each on
venlafaxine and imipramine.
One patient each was receiving modafinil, propranolol, zolpidem, and trihexyphenidyl.
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Table 2. Results on scales used for assessment of caregivers.
Data*
Scale for Positive Aspects of Caregiving Experience
Caregiving personal gains
Motivation for caregiving role
Caregiver satisfaction
Self-esteem and social aspect of caring
Total score
Involvement Evaluation Questionnaire (Hindi version)
Tension
Worrying-urging I
Worrying-urging II
Supervision
Total score
Family Burden Interview Schedule
Objective burden
Financial burden
Disruption of routine family activities
Disruption of family leisure
Disruption of family interaction
Effect on physical health of others
Effect on mental health of others
Total objective burden score
Severity
Total score < 12
Total score ≥ 12
Subjective burden
Subjective burden score
No burden
Moderate burden
Severe burden
Coping Checklist (modified Hindi version)
Problem focused
Seeking social support
Avoidance
Collusion
Coercion
WHOQOL-BREF
General health
Physical health
Psychological health
Social relationships
Environment
Total score
Mean GHQ-12 score

2.20 ± 0.89 (0.29-3.79)
2.45 ± 0.90 (0.23-3.77)
2.38 ± 1.02 (0-3.88)
2.01 ± 0.99 (0-4)
2.26 ± 0.84 (0.13-3.74)
7.50 ± 6.95 (0-29)
17.35 ± 10.49 (0-36)
9.33 ± 5.22 (0-21)
2.73 ± 3.31 (0-12)
36.91 ± 19.14 (0-76)

3.31 ± 3.48 (0-12)
3.88 ± 3.22 (0-10)
2.61 ± 2.21 (0-8)
2.85 ± 2.68 (0-10)
1.03 ± 1.26 (0-4)
1.33 ± 1.17 (0-4)
15.03 ± 11.94 (0-48)
29 (48.3)
31 (51.7)
1.33 ± 0.75 (0-2)
10 (16.7)
20 (33.3)
30 (50.0)
7.10 ± 1.45 (3-9)
8.73 ± 1.92 (4-12)
8.40 ± 2.52 (5-15)
2.35 ± 0.63 (1-3)
1.93 ± 0.68 (1-3)
6.7 ± 1.4 (4-10)
22.75 ± 4.17 (9-31)
18.76 ± 3.67 (8-27)
10.85 ± 2.36 (4-15)
27.75 ± 5.32 (15-40)
83.95 ± 17.38 (22-116)
4.03 ± 3.75 (0-12)

Abbreviations: GHQ-12 = 12-Item General Health Questionnaire; WHOQOL-BREF = Shorter version of World Health Organization
Quality of Life.
*
Data are shown as mean ± standard deviation (range) or No. (%) of subjects.
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Table 3. Correlates of SPACE.
Caregiving
personal
gains
Age of onset (years)

No. of depressive episodes

Motivation
for caregiving
role

-0.258 (0.05)

SPACE domain*
Caregiver
satisfaction

-0.333 (0.01)

No. of affective episodes

0.255 (0.05)

Family Burden Interview
Schedule
Financial burden
Disruption of routine family
activities
Disruption of family leisure
Disruption of family interaction
Effect on physical health of
others
Effect on mental health of
others
Objective burden
Subjective burden

WHOQOL-BREF
General health
Physical health
Psychological health
Social relationships
Environment
Total score

-0.289 (0.03)

0.278 (0.03)

Total score

-0.296 (0.02)

0.290 (0.03)

Involvement Evaluation
Questionnaire (Hindi version)
Tension
Worrying-urging I
Worrying-urging II
Supervision
Total score

Modified Hindi version of Coping
Checklist
Problem focused
Seeking social support
Avoidance
Collusion
Coercion

Self-esteem
and social
aspect of
caring

-0.327 (0.01)

0.267 (0.04)

-0.295 (0.02)

-0.292 (0.02)
-0.307 (0.02)

-0.317 (0.01)
0.337 (0.01)

0.330 (0.01)

0.459 (< 0.001)
0.302 (0.02)

0.257 (0.05)

0.411 (0.001)
0.276 (0.03)

0.267 (0.04)

0.294 (0.02)

0.370 (0.004)

0.392 (0.002)
0.258 (0.05)
0.282 (0.03)

Abbreviations: SPACE = Scale for Positive Aspects of Caregiving; WHOQOL-BREF = Shorter version of World Health Organization
Quality of Life.
*
Data are shown as correlation coefficients (p values).
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The mean objective burden score on the FBIS was
15.03 and the subjective burden score was 1.33. Half of the
caregivers reported severe subjective burden and a further
one-third reported a moderate level of burden. More than
half (51.7%) of the caregivers reported a severe objective
burden (score ≥ 12).
On the modified Hindi version of Coping Checklist
the mean score was highest for the domain of Seeking social
support (8.73 ± 1.92) followed by Avoidance (8.40 ± 2.52)
and Problem focused (7.10 ± 1.45). The lowest scores were
found in domains of Collusion and Coercion.
The mean total WHOQOL-BREF score was 83.95 ±
17.38 with the highest score found in domain of Environment
followed by Physical health.
The mean GHQ-12 score was 4.03 ± 3.75. Of the
60 caregivers, 38 (63%) had a GHQ-12 score of ≥ 2 and
among them, the mean score was 6.12 ± 3.16 (range, 2-12),
indicating a substantial level of morbidity.

Factors Associated with Positive Aspects of
Caregiving

Analysis of mean scores on SPACE domains and total
SPACE score showed no correlations with sociodemographic variables of patients and caregivers, with the
exception of gender of the caregivers. Female caregivers
had higher mean scores for Motivation for caregiving role
than males (2.74 ± 0.55 vs. 2.22 ± 1.06; t = 2.28; p = 0.03).
Positive aspects of caregiving, as assessed by SPACE,
did not correlate with time spent in caregiving per day and
duration since in caregiver role, with the exception of a
positive correlation between duration since in caregiver
role and Self-esteem and social aspect of caring (Pearson
correlation coefficient, 0.298; p = 0.02).
Duration of illness, total number of manic /
hypomanic / mixed episodes, HDRS score, YMRS score,
and GAF showed no significant correlation with SPACE.
As shown in Table 3, a higher number of lifetime affective
and depressive episodes correlated positively with Selfesteem and social aspect of caring. Age of onset correlated
negatively with 3 out of the 4 SPACE domains and the total
SPACE score. In terms of caregiver burden and coping, few
correlations were seen between these variables and various
domains of SPACE and the SPACE total score.
There was a positive correlation between the HindiIEQ domain of Worrying-urging I and the SPACE domain
of Motivation for caregiving role, whereas Worrying-urging
II correlated positively with Caregiver satisfaction.
No correlation was seen between total objective
burden (FBIS) score and SPACE domains and total SPACE
score. The subjective burden score correlated negatively
with Caregiver satisfaction. There was a negative correlation
between FBIS domain of Disruption of routine family
activities and SPACE domain of Motivation for caregiving
role. Caregiver satisfaction correlated negatively with FBIS
domains of Disruption of routine family activities and
Effect on mental health of others. There was no difference
East Asian Arch Psychiatry 2017, Vol 27, No.4

in mean scores of SPACE domains and total SPACE score
when groups of those with an FBIS total objective burden
score of ≥ 12 and < 12 were compared.
In terms of modified Hindi version of Coping
Checklist, the most consistent positive correlations were
seen between Coercion as a coping mechanism and various
domains and the total score of SPACE. Avoidance as a
coping mechanism correlated positively with Self-esteem
and social aspect of caring’ domain.
Motivation for caregiving role domain of SPACE
correlated positively with WHOQOL-BREF domains of
General health, Physical health and Environment, and total
WHOQOL-BREF scores. The Physical health domain also
correlated positively with SPACE domains of Caregiving
personal gains and Caregiver satisfaction. The WHOQOLBREF domain of Environment correlated positively with
the SPACE domain of Caregiving personal gains.

Association of Psychological Morbidity with
Positive Aspects of Caregiving

There was no significant association between the GHQ-12
score and SPACE. No significant difference was seen in the
mean scores of positive domains and total score between the
GHQ-12 positive (GHQ score ≥ 2) and GHQ-12 negative
(GHQ score < 2) groups.

Discussion
Positive aspects of caregiving have not received as much
attention from researchers as the negative impact of
caregiving. Positive aspects of caregiving are considered
a subjective event and no standard formal definition is
established. Researchers have attempted to integrate PAC
into the same stress-coping model used to understand
negative aspects of caregiving.49 Current understanding
suggests that positive and negative aspects of caregiving are
not opposite ends of the same continuum. Further, the data
also suggest that the correlates and predictors of positive
and negative aspects are often not the same.50 Accordingly,
PAC appears to be a separate dimension of the caregiving
experience. In view of this, the present study was carried
out with the hypothesis that there would be no relationship
between PAC and other caregiving variables, demographic
variables, and clinical variables.
Studies among the caregivers of patients with
dementia have identified PAC in the form of a sense of
satisfaction and pride,51 emotional rewards,52,53 personal
growth,54 self-respect,55 more self-awareness,56 sense of
mastery or competency in the role of caregiving,51,52,54,56-58
improvement in the relationship (caregivers described gains
relating to companionship and to being in the company
of their husband or wife),51 greater emotional closeness,58
increased intimacy in the relationship,51,54 and reciprocity
or the opportunity to give back to their loved one leading
to satisfaction.51,53,54,58 However, it is important to note that
many of these individual studies have assessed only a few
137

S Grover, N Kate, S Chakrabarti, et al

aspects of PAC.
The SPACE is a more comprehensive instrument,
which assesses PAC with 4 major domains. Accordingly,
it provides more comprehensive assessment of PAC. It has
been previously used in the evaluation of PAC in caregivers
of patients with schizophrenia,59 dementia,60 and diabetes
mellitus.61 The scale has much broader coverage and can be
used for assessment of PAC among caregivers of patients
with any chronic physical illnesses. However, the scale
was developed in India and has not yet been used across
different cultures.
Findings of the present study using SPACE show that
mean scores were highest for Motivation for caregiving role
followed by Caregiver satisfaction and Caregiving personal
gains, and the score being lowest for Self-esteem and social
aspect of caring. These findings suggest that personality
and intrinsic factors are the most important determinants of
taking up a caregiver role, rather than social aspects. When
we compare the findings of the present study with previous
studies, which used SPACE among caregivers of patients
with schizophrenia59 and dementia,60 the mean scores on
various domains are comparable with same hierarchy of
scores obtained for various domains. This suggests that
PAC are similar for the caregivers of patients of BPAD,
schizophrenia, and dementia. However, the hierarchy for
various domains observed for caregivers of patients with
type 1 diabetes mellitus was different from those observed
among the caregivers of various mental disorders. In
caregivers of type 1 diabetes mellitus, the mean score was
highest for the domain of Self-esteem and social aspect of
caring followed by Caregiving personal gains, Caregiver
satisfaction, and Motivation for caregiving role.61 These
differences may be partially explained by the age of patients,
relationship of caregiver with the patient, and clinical
variables such as nature and course of the illness and type
of treatment available. However, it can be hypothesised that
some of these differences could be due to the caregiving
expectations and roles the caregivers have in management
of various physical illnesses and mental disorders.

Correlates of Positive Aspects of Caregiving

Findings of the present study showed a lack of association
between SPACE and socio-demographic profile of the
patients and caregivers, with the exception of female
caregivers having higher mean scores for Motivation for
caregiving role. A previous study which evaluated PAC
using ECI among caregivers of patients with BPAD23 also
reached a similar conclusion. Accordingly, it can be said
that the findings on PAC are not generally influenced by the
socio-demographic profile of the patients and the caregivers.
The present study suggested few associations of
PAC with clinical variables. The SPACE domain of Selfesteem and social aspect of caring correlated positively with
duration since in caregiver role, higher number of lifetime
affective episodes, higher number of lifetime depressive
episodes, and correlated negatively with age of onset. This
138

suggests that caregivers of patients whose illness starts at a
much earlier age, and who get involved with the patient in
a caregiving role for a longer duration have more PAC. The
caregiver esteem reflects the extent to which a caregiver
feels confident about oneself while providing care to their
ill relative. Accordingly, these associations suggest that the
more severe longitudinal course of illness, especially the
presence of more distressing symptoms over the years in
the patients, is associated with a higher level of positive
experience of caregivers in the form of self-esteem and
social aspect of caring. This can possibly help the person
to remain motivated in their caregiver role. Age of onset
correlated negatively with total SPACE score and various
SPACE domains except for Motivation for caregiving role,
suggesting that caregivers of patients with a younger age of
onset have a more positive caregiving experience.
There were few correlations between SPACE domains
and total score with Hindi-IEQ domains which evaluate
the subjective caregiving burden and FBIS which assesses
both objective and subjective burden. There were positive
correlations between SPACE and the Hindi-IEQ, whereas
objective burden as assessed by FBIS were negatively
correlated with SPACE. These findings suggest that an
increase in subjective negative appraisal is associated
with an increase in PAC, whereas an increase in objective
burden is associated with lower PAC. A previous study of
caregivers of patients with schizophrenia also suggested
similar negative correlations between some of the domains
of objective burden assessed by FBIS and a positive
association between the Hindi-IEQ and SPACE.59 If one
attempts to understand the subjective burden assessed by
the Hindi-IEQ in the cognitive appraisal context, it can be
considered an equivalent of negative caregiving appraisal.
Accordingly, it can be said that the present study supports
the existing literature based on use of the ECI among the
caregivers of patients of schizophrenia23,60,62-65 and BPAD
which suggested that those who experience a more positive
caregiving experience also have a more negative caregiving
appraisal.
In the present study, there was a positive correlation
of SPACE domains of Caregiving personal gains, Caregiver
satisfaction, and total SPACE score with Coercion as a
coping mechanism, suggesting that higher use of coercion
is associated with a higher positive caregiving experience.
A previous study on the caregivers of schizophrenia showed
similar associations of coercion as a coping mechanism and
positive caregiving experience.58 Coercion is understood
as ‘use of force to obtain compliance’ and in general is
understood as a maladaptive coping mechanism. In the
present study, the coercion item of the modified Hindi
version of Coping Checklist stated that “if the patient
indulges in something which you do not like, do you get
annoyed / angry and shout at the patient so that the patient
agrees to that thing”. In the context of caregiving for
patients with BPAD, this may include the use of force on
the part of the caregivers to control a highly violent patient
East Asian Arch Psychiatry 2017, Vol 27, No.4
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or someone who is non-complaint to medications or other
treatment advice. Coercion can also reflect over-controlling
behaviour of caregivers which can reflect unexpressed
emotions. If one understands coercion as a strategy to
improve compliance of the patient with things which
ultimately benefit the patient in terms of clinical and social
outcome, the association of coercion and positive caregiving
experience is understandable. However, if one interprets
coercion only as a maladaptive coping mechanism, then this
association is difficult to understand. It is important to note
that in the present study, coercion as a coping mechanism
was assessed by a single item. Hence, there is a need to
assess coercion as a coping mechanism in more detail.
The SPACE domain of Self-esteem and social aspect
of caring correlated negatively with Avoidance as a coping
mechanism. This may suggest that higher use of avoidance
leads to guilt and reduced self-esteem in caregivers.
The present study showed that better QOL of
caregivers was associated with higher positive caregiving
experience. This finding is similar to that of a previous
study which used SPACE and the WHOQOL-BREF among
the caregivers of patients with schizophrenia.58 Although
the cause-outcome relationship cannot be drawn from this
study, these findings support the view that enhancing the
positive caregiving experience can improve the QOL of
caregivers.
Our study also found no association between scores
on SPACE and the GHQ-12. Previous studies based on
ECI23,59 and SPACE58 among the caregivers of patients with
schizophrenia and BPAD also did not find any association
between these measures.
The study had a number of limitations. It was limited
to the caregivers of patients in remission and attending
the outpatient services of a tertiary care hospital who
were recruited by convenience sampling. Accordingly, the
findings cannot be generalised to caregivers of patients
with an acute episode of BPAD or who are admitted to an
inpatient setting. The sample size of the study was small and
we did not assess a number of other important aspects of
caregiving such as social support, family structure, family
environment, and caregivers’ expression of emotions.
Future studies involving patients and caregivers from varied
treatment settings can seek to overcome these limitations.
The present study also included multiple variables and it
is possible that some of the associations reported may
represent type 1 errors.

Conclusion
This study suggests that positive caregiving experiences
among the caregivers of patients with BPAD is similar
to their counterparts of patients with schizophrenia. The
positive caregiving experience is not influenced by the
socio-demographic characteristics of patients or caregivers.
Higher positive caregiving experience among the caregivers
of patients with BPAD is associated with more severe
East Asian Arch Psychiatry 2017, Vol 27, No.4

longitudinal course of illness among the patients, lower
objective burden, higher subjective negative caregiving
appraisal, higher use of coercion and lower use of avoidance
as coping mechanisms, and better QOL among caregivers.
Interventions for caregivers of patients with BPAD could
include improving their awareness of their own positive
caregiving experiences as a potential means to support their
continued positive engagement in their caregiver role.
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