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Abstract 

Introduction: Schizophrenia is a severe mental illness impacting not only on the lives of patients but also on their family 

members. No studies were conducted on family caregivers of patients with schizophrenia in Mauritius. Objectives: The 

aim of the study was to identify the impact of caregiving on the emotional, physical, social health and financial situations 

of family caregivers in Mauritius. Method: The study was conducted with 144 family caregivers of schizophrenia patients 

from the Brown Sequard Mental Health Care Centre. The caregivers were surveyed through a validated questionnaire and 

the data were analysed using the SPSS, Version 23. Results: Majority of the carers were female (65.3%), most were 

above 55 years and married (73.6%) and 46.5% studied up to secondary level. 89% did not have any informal training 

about caregiving  and most were unaware of  the name of the illness. The caregiver’s emotion, physical, social and 

financial health was positively correlated with age having Pearson Correlation values of 0.218, 0.205, 0.216 and 0.192 

respectively and p-values 0.009, 0.014, 0.00 and 0.021 respectively. A significant number of the respondent (82%) 

always worried about their own safety when the patient became violent, and most of them avoidedlarge social events with 

their relatives. Moreover, majority of the caregivers (62.5%), mostly the females, complained of facing financial 

difficulties and were dissatisfied with the Social services received during the last 12 months. Conclusion: It may be 

concluded that an increase in care-giving role resulted in poor emotional well-being, poor physical and social health and 

an increase in financial worry. This study provides an insight that may help health professionals to plan and develop 

better health management programs to improve the quality of life and reduce burden of family caregivers of 

schizophrenia patients in Mauritius. 
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1. Introduction 

Schizophrenia is one of the top 15 leading causes of disability worldwide [1] with patients experiencing deficits in a 

variety of everyday functional domains [2] of independence in residence, productive activities, and social interactions 

[3]. It is among the most burdensome and costly illnesses worldwide [4]. In schizophrenia, the most poignant and well 

characterized determinants of disability are symptoms, cognitive and related skills deficits, but there is limited 

understanding of other relevant factors that contribute to disability.  

People with schizophrenia have a long duration of illness and a limited ability to perform daily activities, 

impairments in social function due to several psychotic symptoms including hallucination, delusions, disorganized 

speech and behaviors, and negative symptoms [5], which are unpredictable, frightening, and disturbing behaviors that 

affect family caregivers. In addition, the impairments due to the disease of schizophrenia lead to dysfunctional or 

disabling symptoms that reoccur during the course of illness [6]. These impairments severely impact quality of life, 

and predict relapse, poor illness course, and unemployment. These disabilities are a huge burden on both patients and 

their caregivers. Evidence suggests that family members experience significant stress in coping with a person with 

schizophrenia [7].  
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Mauritius is a Small Island Developing State (SIDS) with 1.27 million inhabitants of diverse cultural backgrounds. 

In 2016, 4681 patients were admitted to the mental health centre, of whom 1800 (38.5%) were admitted for alcohol-

related psychiatric conditions, 1149 (24.5%) for schizophrenia, and 345 (7.4%) for depressive disorders; the remaining 

patients were admitted for bipolar disorder, conduct disorders, and opioid and psychoactive substance abuse. The 

Brown Sequard Mental Health Care Centre (BSMHCC) is the main mental health hospital in Mauritius providing 

services for mental health problems. The psychiatric unit has a total of (7) psychiatrists, 45 trained nurses in psychiatric 

nursing and the remaining staffs are general nurses with no specialization in psychiatry. There are about 850 inpatients 

mostly diagnosed with schizophrenia. As in several countries, mental health is heavily stigmatised in the Mauritian 

society, which is a substantial barrier that prevents people from seeking appropriate treatment [8]. 

With the advent of deinstitutionalization in the advance world, family caregivers have increasingly assumed greater 

responsibility for the care of their mentally ill relatives. In Mauritius, family members equally play a major role in the 

care of their mentally ill relatives but unfortunately community mental health services are nonexistence. According to 

Park et al. [9], the caregiver is usually a relative of the ill patient and the care giving is invariably indefinite. The 

patient's relatives experience feelings of loss and grief [10]. They are confronted with uncertainty and emotions of 

shame, guilt and anger. Together with the patient, they feel stigmatized and socially isolated [11]. Addition of the 

caregiving role to the already existing family role may become stressful, both psychologically and economically [12]. 

As caregivers struggle to balance occupation, family, and caregiving, their own physical and emotional health is often 

ignored. In conjunction with the lack of personnel, financial and emotional resources, many caregivers often experience 

tremendous stress, depression, and/or anxiety in the years after care giving begins [13]. The government is entrusting 

the long-term care of patient with schizophrenia to family members. The question asked by Lippi [14] remains “How 

much knowledge family members have about the disorder and its management? In this context, studying the impact of 

caregiving on these family members therefore becomes especially relevant. Mauritius has not followed the same steps 

as the developed countries that have done extensive research on this topic. Hence, there is a vital need to carry out the 

study to identify the problems encountered by primary care giver and to formulate recommendations on the required 

interventions. 

The aim of the study was to explore the family member perspective about how caregiving to member with 

schizophrenia affects their emotional, physical and social health and financial situations in the Mauritian context. The 

study is expected to bring out insight about how caregivers encounter several problems with schizophrenic patients and 

how they experience high levels of burden, social isolation, impaired physical health and financial difficulties. An 

understanding of the multiple problems encountered by family members of Schizophrenia may help to identify areas of 

priorities that can be incorporated into psychosocial intervention programs which can complement the efforts of mental 

health agencies, providers, policymakers, educators, and others in alleviating the burden.  

2. Research Methodology 

2.1. Study Design and Setting. 

The study was conducted with family caregivers of patients with schizophrenia who visited outpatient department 

of Brown Sequard Mental Health Care Centre (BSMHCC) in Mauritius in early 2019. BSMHCC is the only 

psychiatric hospital in Mauritius. The hospital provides specialised psychiatric care to patients in form of 

psychotherapeutic, rehabilitative and physical intervention in collaboration with the patients, their families, friends and 

relatives.  

2.2. Sample and Sampling 

There are about 850 inpatients mostly diagnosed with schizophrenia. The population size of family caregivers was 

300. The sample size as determined by the Raosoft online calculator was 169. However, only 85% family caregivers 

(50 males and 94 females) responded to the survey.  Twenty respondents refused to take part in the survey while five 

respondents wrongly filled the questionnaires. The inclusion criteria were: (i) Aged 18 years or above; (ii) currently 

engaged in care giving of a relative diagnosed with schizophrenia, according to the DSM5 (Diagnostic and Statistical 

Manual of Mental Disorders); (iii) the caregiver should be a family member, or the primary carer, of the person with 

schizophrenia and (iv) inhabit the same house as the patient while the exclusion criteria were: (i) less than 18 years of 

age; (ii) having a current history of psychiatric illness; (iii) unwillingness to participate in the study. With the consent 

of the medical superintendent, each caregiver was approached during an outpatient clinic visit. After the study was 

described, each caregiver was invited to sign an informed consent form.  

2.3. Instrument 

Quantitative method was used where the data collection was done though a questionnaire comprising of 53 

questions. A pilot study was conducted with ten respondents who were relatives of psychiatric outpatients attending 

BSMHCC. All data collection took place on-site at BSMHCC where a consultation room was provided. Approval to 
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distribute questionnaire and interviewing caregivers of schizophrenic patient was obtained from the Medical 

Superintendent. All participants gave written informed consent. 

2.4. Validity and Reliability 

The face validity about the content of the questionnaire was verified during the pilot test via respondents’ feedback. 

In this research, Cronbach’s alpha was used as an indicator to measure the reliability. 

2.5. Statistical Analysis 

Data was analysed using the Statistical Package for Social Sciences version 23 (SPSS 23) and the Microsoft Excel 

2010. The analysis was based on the total number of respondents. For scales and questions with defined categories, 

frequencies and percentages were calculated for each of the dimensions. The frequency values for demographics such 

as age, gender, income, ethnicity and caregiving duration were calculated. Correlation statistics was calculated for 

emotional health, physical health, general health, caregiving duration, and in the sample to determine the presence or 

absence of any statistically significant relationships that affects quality of life of family caregivers of persons with 

schizophrenia. Pearson correlation was used to measure how well two variables were related and to show their linear 

relationship. Pearson correlation was also used for testing significance of relationships between two variables. 

Inferential analysis, one sample t-test, multiple regression analysis and chi square were also used. 

3. Analysis and Findings 

Out of the 169 which were disseminated randomly at the outpatient department of BSMHCC, a response rate of 

85% was obtained. The Cronbach’s Alpha value of the overall data was 0.752, hence showing reliability in the 

statistics.  

3.1. Demographics of Family Caregivers’ 

The demographic profile is summarized in Table 1. Out of the 144 respondents, 65.3% were female and 34.7% 

were male. The age distribution was highest for respondents over 55 years (28.5%) and lowest in the age group of 18-

24 years old (6.3%). Majority of the respondent were married (73.6%) and 9% were either unmarried or widowed. As 

for the literacy rate of the caregivers, 46.5% studied up to secondary level, 34% up to primary level while 18% have 

never attended school. As profession, it was found that 34% respondents were unemployed, followed by 25.7% 

working in the public sector while 22.9% were employed in the private sector. Among the employed caregivers, 45.1 

% received a salary in the range of MUR 10,000 - 20,000 and only 4.9% received a salary greater than MUR 40,000.  

Moreover, geographically, the caregivers were equally distributed in the urban region (51.4%) and in rural areas as 

shown in Table 1.   

Table 1. Socio-demographic of family caregiver 

Characteristics N % Characteristics N % 

Gender 
Male 50 34.7 

Residence 
Rural 70 48.6 

Female 94 65.3 Urban 74 51.4 

Age Group 

18-24 9 6.3 

Occupation 

Public sector 37 25.7 

25-34 26 18.1 Private sector 33 22.9 

35-44 37 25.7 Self Employed 14 9.7 

45-54 31 21.5 Unemployed 49 34.0 

>55 41 28.5 Retired 11 7.6 

Marital status 

Married 106 73.6 

Monthly household 
income 

< MUR 10000 33 22.9 

Not married 13 9.0 MUR 10000 - 20000 65 45.1 

Separated 5 3.5 MUR 21000 - 30000 30 20.8 

Widowed 13 9.0 MUR 31000 - 40000 9 6.3 

Divorced 7 4.9 >MUR 40000 7 4.9 

Education 

Never been to school 18 12.5     

Primary 49 34.0     

Secondary 67 46.5     

Tertiary 10 6.9     
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3.2. Demographics of Family Care Receiver 

The demographic profile has been analysed using descriptive statistics and recorded in Table 2. 69.4% were female 

and 30.6% were male. The majority of care receivers were above 60 years old (33.3%) followed by 28.5% in the range 

of 50-59 years. Only 4.2 % were in the age group 18-29 years of age. As for the years of illness, 38.2% were 

diagnosed for the illness for more than 16 years followed by 22.9% who had the illness since 6-10 years and 23.7% 

were recently diagnosed (< 5 years).  

Regarding their marital status, the majority of the care receivers were unmarried (39.6%), while 19.4% were 

divorced, 4.2% were separated and 1.4% was widowed. As for their level of education, the majority (61.8%) studied 

up to the primary level, 19.4% never attended school, 17.4% attended completed secondary education and only 1.4% went 

to a tertiary institution. As for their professions, 92.4% were unemployed while only 7.6% were employed. From the 

analysis it can be observed that 72.9% were close relatives including mother, wife, daughter, husband, father, son and 

brother while 27.1% were aunt, uncle or partner.    

Table 2. Demographics of family care receiver 

Characteristics N % Characteristics N % 

Gender: 

Male  

Female 

 

44 

100 

 

30.6 

69.4 

Occupation 

Unemployed  

Employed 

 

133 

11 

 

92.4 

7.6 

Age of care receiver 

18-29 years 

30-39 years 

40-49 years 

50- 59 years 

> 60 years 

 

6 

27 

22 

41 

48 

 

4.2 

18.8 

15.3 

28.5 

33.3 

Marital status 

Unmarried 

Married  

Separated  

Divorced 

Widowed 

 

57 

51 

6 

28 

2 

 

39.6 

35.4 

4.2 

19.4 

1.4 

Education 

Never been to school  

Primary 

Secondary 

Tertiary 

 

28 

89 

25 

2 

 

19.4 

61.8 

17.4 

1.4 

 

  

Duration of illness 

1 year 

2-5 years 

 6-10 years 

11-15 years 

> 16 years 

 

12 

22 

33 

22 

55 

 

8.3 

15.3 

22.9 

15.3 

38.2 

Relationship with Caregiver  

Wife 

Mother  

Daughter  

Husband  

Father  

Son  

Brother  

Sister 

Aunt/Uncle/Partner 

 

19 

27 

7 

12 

5 

18 

4 

13 

39 

 

13.2 

18.8 

4.9 

8.3 

3.5 

12.5 

2.8 

9.0 

27.1 

3.3. Time Spent by the Carers 

As per Table 3 and Figure 1 below, it can be found that the majority have more than 4 members living in the house 

with a total of 70.1% (31.9 % + 38.2 %) of the respondent. 29.9% were providing care for 6-10 years while a total of 

45.8 % (18.8% + 27 %) were giving care for more than 10 years. Moreover, more than half of the population surveyed 

(59%) were giving care for more than 40 hours per week which compelled them to give up vacations, hobbies, or their 

own social activities.   

Table 3. The time spent by the caregiver 

Variable Percentage (%) 

Family member living in the house  

1 1.4 

2 9.0 

3 19.4 

4 31.9 

>5 38.2 
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How long have you been providing care for your family member?  

1-5 years 24.3 

6-10 years 29.9 

11-20 years 18.8 

> 21 years 27 

How much time do you spend each week helping your family member?  

5 hours per week or less 3.5 

6 to 20 hours per week 17.4 

21 to 39 hours per week 20.1 

> 40 hours per week 59.0 

Do you have to give up vacations, hobbies, or your own social activities?  

No 25.7 

Yes 74.3 

In the study it was observed (Figure 1) that female caregivers spent more time per week helping the patients with 

schizophrenia than the male. For instance,  65% female compared to 35% male spent more than 40 hours per week in 

caregiving, 59% female spent 21 hours to 40 hours per week, 72% female spent 6 to 20 hours per week and 80% female 

compared to 20 % male spent 5 hours or less in care giving.  

 

Figure 1. Time spent by gender in caregiving per week 

3.4. Carer’s Awareness About Schizophrenia  

As a caregiver, the person has to serve as both a support system for his/her family member and a liaison for their 

medical care. The caregivers usually juggle many different responsibilities with a steep learning curve which is simply 

not an easy task.  The caregivers need a sound knowledge about the symptoms, treatments, prognosis, and other details 

so that they are better prepared to be effective in this role. However, according to Figure 2, it was found that 89% of 

respondent received no training on how to care for a patient while 60% did not even know the name of the illness of 

their relatives.  
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Figure 2. Carer’s knowledge on schizophrenia 

3.5. Carer’s Perception on Treatment of the Illness 

A person with schizophrenia is likely to be taking a prescription medication and receiving therapy to manage the 

symptoms. The caregivers are required to be prepared to assist in these tasks and they usually face several 

administrative difficulties. According to Figure 3, it can be seen that carers were facing problems with administration 

of medication. The majority (45%) of respondent agreed with this statement “He /She takes medication everyday”, 36 

% agreed that “He/She sometimes stop taking medication when he/she feels better” and 33% supported the statement 

that “Having to take regular medication is a burden for my family member with schizophrenia”.     

Moreover, Table 4 shows the results of a descriptive analysis of the different statements using a score scale from 1 

(strongly disagree) to 5 (strongly agree). It was found that that the means of the resulting composite variables ranged 

from 2.92 to 3.31 on a scale of out of 5. The highest mean score was for the statement “He /She takes medication 

everyday” with a mean value 3.31, followed by the statement “When he/she feels better, he/she sometimes stop taking 

medicine” with a mean 3.02 and “Having to take regular medication is a burden for my family member with 

schizophrenia” with a mean 2.92. 

 

Figure 3. Perception of carers on treatment 
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Table 4. Descriptive analysis (knowledge on schizophrenia and drug) 

 Mean 
Standard 

Deviation 
t-value p- value 

Having to take regular medication is a burden for my family 

member with schizophrenia 
2.9 1.4 12.5 0.013 

He /She takes medication everyday 3.3 1.3 17.4 0.014 

When he/she feels better, he/she sometimes stop taking medicine 3.0 1.0 18.8 0.023 

The observations made in Table 4 indicated that the respondent mostly agreed that their family member was not 

drug compliant. The average mean was 3.08, therefore, it can be concluded that the response is mostly towards 

“agree” on the score scale. The p-values, for the three statements, were <0.05 which is highly significant for lack of 

knowledge among caregiver. 

3.6. Impact of the Caring Role on the Physical Health of the Carers 

A poor health of caregivers represents a risk factor for difficulties in managing the caregiving role with potential 

negative effects on the patient with schizophrenia. It was observed that the majority (96%) of the respondents 

complained about feeling tired, 63% reported being short tempered and irritable, 61% complained of physical strain 

and stress, 57% complained of feeling depressed, 56% had a disturb sleep, 49% were withdrawn from friends and 

activities. A low percentage (19%) reported had to see a Doctor due to health problem.  

 

Figure 4. Caregiver reporting how their physical health was affected by their caring role 

3.7. Impact of the Caring Role on the Emotional Health of the Carers 

The respondent faced a high level of emotional distress. According to the study, a significant number of the 

respondent (82%) agreed upon “I’m worried about my own safety when he/she becomes violent”, 65% respondents 

were always worried as stated “I’m worried that his/her schizophrenia might get worse” 49% often felt exhausted and 

cannot function properly while 64% very often felt sad about their close one. 
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Figure 5. Carer’s perspective on emotional health 

A descriptive analysis (Table 5) showed that the mean value on a scale from 0 to 4 from never (score 0) to always 

(score 4) ranged from 1.6 for the statement “I feel embarrassed over my care receiver’s behavior” to a mean of 2.6, 

followed by “Caring for him/her make you feel sad” with a mean of 2.9. The other statement “I am worried about who 

will take care of my relative if I’m not here” had a mean of 3.6 while “I’m worried about my own safety when he/she 

becomes violent” had a mean value of 3.9. 

Table 5. Descriptive analysis of Emotional Wellbeing 

Statements Mean Standard Deviation t-value p- value 

I feel so exhausted that I cannot function properly 2.6 0.6 20.5 0.001 

I feel embarrassed over my care receiver’s behavior 1.6 1.1 0.9 0.003 

Caring for him/her make you feel sad 2.9 0.7 23.3 0.003 

I’m worried that his/her schizophrenia might get worse 3.7 0.7 39.3 0.002 

I am worried about who will take care of my relative if I’m not here 3.6 0.9 29.0 0.002 

I’m worried about my own safety when he/she becomes violent 3.9 0.5 58.7 0.001 

The average mean value is 3.04, indicating respondents for the statement the five statements “I feel so exhausted 

that I cannot function properly”, “Caring for him/her make you feel sad”, “I’m worried that his/her schizophrenia might 

get worse”, “I feel embarrassed over my care receiver’s behavior”, “I am worried about who will take care of my 

relative if I’m not here”, I’m worried about my own safety when he/she becomes violent” have a p-value 0.00 are 

highly significant.  

3.8. Impact of the Caring Role on the Social Wellbeing of the Carers 

The support of friends and family plays an integral role in the treatment of schizophrenia. According to Figure 6, it 

can be observed that a high level of stigma (44%) was perceived by carers for the statement “I avoid going to large 

social events with my relatives.” Moreover, despite this stigmatization, 40% disagree that “it is better to hospitalize 

him/her so that he/she is away” or 37% disagree that “I’m worried that friends and neighbours will avoid me after they 

find out about my relative illness”. Similarly, 28 % disagree or neutral that “I feel that I’m drifting apart from my 

family and friends because of my caring role”  
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Figure 6. Perspective of social health and societal stigma perceived by the carers 

A descriptive analysis (Table 6) showed that the mean value on a scale of five range from 1 to 5 from strongly 

disagree to strongly agree. Mean value ranging from 2.0 for the statement “It is better to hospitalize him/her so that 

he/she is away”, to 2.5 for “I am worried about what people will think if they find out about my relative mental 

illness” to 2.6 for the statement “I am worried that friends and neighbours will avoid me after they find out about 

my relative illness”. Interestingly, the mean value 3.10 for the statement “I feel I’m drifting apart my family and 

friends because of my caring role” was 3.1 and “I avoid going to large social events with my relative” had a mean 

value 3.5 meaning the respondents were most strongly agreeable with the statements. 

Overall, the mean average was 2.7 indicating that there was a higher response towards strongly agree. The p-value 

0.00 for the 5 statements was highly significant. 

Table 6. Descriptive analysis for Social Health 

Statements Mean SD t- value p- value 

I feel I’m drifting apart my family and friends because of my caring role 3.1 1.1 18.2 0.001 

I am worried about what people will think if they find out about my relative mental illness 2.5 1.3 9.2 0.003 

I am worried that friends and neighbors will avoid me after they find out about my relative illness. 2.6 1.3 10.0 0.003 

It is better to hospitalize him/her so that he/she is away 2.0 0.9 6.5 0.002 

I avoid going to large social events with my relative 3.5 1.2 20.2 0.002 

A Pearson Chi-Square test was conducted for hypothesis testing between increase in caregiving time and caregivers 

social wellbeing. The p-value was 0.015 (Table 7) indicating that the null hypothesis (increase in caregiving will not 

affect family caregivers’ social wellbeing) was rejected and the H1 hypothesis (increase in caregiving will significantly 

affect family caregivers’ social wellbeing) was accepted. There is therefore sufficient evidence that an increase in 

caregiving will significantly affect family caregivers’ social wellbeing (Chi-Square = 12.331, p-value = 0.015 and df 

was 4). 

Table 7. Chi-Square Tests. (a: 4 cells (40.0%) have expected count less than 5. The minimum expected count is 0.35) 

 Value df Asymptotic Significance (2-sided) 

Pearson Chi-Square 12.331
a
 4 0.015 

Likelihood Ratio 13.325 4 0.010 

Linear-by-Linear Association 5.727 1 0.017 
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5 

29 
22 

33 

8 

28 

24 38 

40 

15 

28 

24 15 

21 

13 

31 

14 
15 

4 

44 

8 8 10 
1 

20 

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

I feel that I'm drifting

apart from my family and
friends because of my

caring role

I'm worried about what

people will think if they
find out about my relative

mental illness

I'm worried that friends

and neighbours will avoid
me after they find out

about my relative illness

It is better to hospitalise

him/her so that he/she is
away

I avoid going to large

social events with my
relatives

Strongly disagree Disagree Neutral Agree Strongly agree



SciMedicine Journal         Vol. 2, No. 3, September, 2020 

127 

 

3.9. Financial Burden Faced by the Carers during the Last 12 Months 

In this study, financial burden is one of the major challenges faced by caregivers as shown in Figure 7 below. 

Majority of the caregivers (62.5%) complained of facing a lot of financial difficulties during the last 12 months. Only 

11.1% reported not feeling any financial constraints at all. 

 

Figure 7. Financial difficulties faced by caregiver during the last 12 months 

The financial burden was felt more by the female caregivers (67%) than the male. About 44 % of the male even 

reported “Not at all” regarding any financial constraints with the patient. This prompted us to conclude that carers were 

not getting enough financial support or family support. In certain cases the social aid that they were receiving was not 

enough as evidenced by Figure below. 

 

Figure 8. Financial difficulties faced by caregiver according to gender 

4. Discussion 

Globally, an estimated 21 million people are living with schizophrenia and this number will continue to rise with 

population ageing and growth [15]. Caregivers of patients with schizophrenia are under the burden of continuous and 

difficult processes [16]. Determination of the factors related to caregiver burden in schizophrenia may help to find 

strategies to lighten the impact of the burden. This study aimed at investigating the factors associated with caregiver 

burden among relatives of patients with schizophrenia in a multicultural society of Mauritius. 

It has been shown in previous studies on caregiver burden and the World Federation of Mental Health that mostly 

females assume the care of patients with schizophrenia [16]. The socio-demographic characteristics of the caregivers 

in this study have shown that the majority of carers were female, including mother, daughter, sister, aunt or partner. 

Similarly, a study carried out in the United Kingdom, revealed about 58% of the caregivers were women [17] and in 
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another study carried out in Asia found out about 70% of family caregivers were females [18]. However, these 

observations are in contrast with research carried by Poreddi et al. [19] where 64% of the carers were male and that of 

Zahid and Ohaeri [20], who reported a male composition of 66.1% among the carers. Women’s work roles are viewed 

as being centred in the home and may reflect a greater sense of family obligation among them [21]. This information 

shows that the female caregivers should be empowered while ways of engaging more males in assuming this stressful 

duty should be explored.  

As it was previously reported that older caregivers may be particularly vulnerable because caregiving demands may 

tax their health and physical abilities and compromise the immune response systems [22], it was found that majority of 

the caregivers in Mauritius were more than 55 years old and were providing care for more than 16 years. This age 

group is quite high as compared to Shibre et al. [23] who found carers with the age of 35 years old in Ethiopia and 

Yusuf et al. [24] with a mean age of 45 years old in Nigeria. Studies conducted in Asian countries show that caregiver 

burden increases with advancing age of the caregiver, whereas it decreases with age in Mexico and America [25]. 

Moreover, in a previous study by Gülseren et al. [26] with 237 caregivers, it was found that the duration of the illness 

had positive associations with caregiver burden. The length of time the caregivers spent, in giving care to patient plays 

a crucial role in the depth of the burden of what the caregiver experiences. However, we observed in this study that 

most (59 %) of the respondents spent more than 40 hours a week caring for their relatives with schizophrenia which is 

in in comparison with the 22.5 hours in the European study conducted by Flyckt et al. [27]. This shows that cultural 

factors may play a role in determining age factor and duration for caregiving roles of schizophrenia patients.  

Level of education of the caregivers is an important factor to be considered in this study. Although there are 

previous studies showing that as the education level of the family member increases, caregiver burden decreases, some 

recent studies have also produced results contrary to this study [28]. It is interesting to note that a high proportion 

(47%) of the caregivers studied up to secondary level and some even completed tertiary studies (7%). Yazici et al. [16] 

reported in a study conducted in Turkey that as the education level of the caregiver increased, caregiver burden 

decreased and the authors suggested that younger and better educated persons would feel less caregiver burden when 

providing care to patients with schizophrenia.    

According to a previous study by Gupta et al. [29], schizophrenia caregivers commonly experience physical health 

impacts including stress-related comorbidities including insomnia, pain, headaches, heartburn, anxiety and depression. 

Similarly this study showed that 95.8% respondent complained of feeling tired while 62.5% complained of short 

tempered and irritability.  To further complicate matters, 80.6% respondents did not visit a doctor even though they were 

not enjoying good health. It was previously reported that nearly three quarters (72%) of caregivers reported that they 

had not gone to the doctor as often as they should, and more than half (55%) had missed doctor’s appointments [30].  

It was also found that a high level of stigma (44%) was perceived by carers for the statement “I avoid going to large 

social events with my relatives.” This is in line with the study of Fernando et al. [31] where it was reported that carers 

observed a high level of stigma. Leong et al. [30] reported that caregivers often lack social contact and support and 

experience feelings of social isolation. To alleviate the situation few studies have proposed the importance and 

usefulness of psychoeducation programs [32] and psychoeducation groups for families which have become the core of 

most rehabilitation programs [33]. Serrano et al. [34] highlighted that one psychosocial intervention significantly 

increased the number of support persons for caregivers, their satisfaction with their support network, and the 

assistance they received with caregiving.   

Harmanci and Cetinkaya-Duman [35] stated that the caregivers of patients with schizophrenia have high risk for 

their mental health problems, their burdens affect their mental health status, and mental health problems also increase 

if the burden of care increases. In the same line, it was observed in this study that the caregivers faced a high level of 

emotional distress. 81.9% agreed upon “I’m worried about my own safety when he/she becomes violent. The 

caregivers caring for their family member with mental illness feel stressed, anxious, worry, uncomfortable, and low, 

because the illness has a tendency to become chronic and is awfully demanding. In the long run, this may result in 

burnout and emotional exhaustion. The caregivers feel isolated from the society, both due to restriction of their social 

and leisure activities, as well as the social discrimination and stigma attached to the mental illnesses. Some caregivers 

may need to look after more than one patient in the family. Leong et al. [30] suggested that caregivers tend to sacrifice 

their leisure pursuits and hobbies, to restrict time with friends and family, and to give up or reduce employment.  As 

proposed by Caqueo-Urizar et al. [28], working outside the home, generating incomes and maintaining other activities 

aside from patient care can protect caregivers’s mental health.   

Financial burden is one of the major challenges faced by caregivers. It can be seen that a large portion of the 

caregivers complained of facing a lot of financial difficulties during the last 12 months. This finding is similar to that 

reported by several authors in United States of America [36], Ghana [37] and in other rural African settings such as in 

Ethiopia [38] and Nigeria [39]. The female carers faced financial problem more than the male gender. In Mauritius, 

the carers were not getting enough financial support or family support. In certain cases the social aid that they received 

was not enough. This is in line with study conducted by Ganguly et al. [40] where the authors observed that caregivers 
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commonly experience financial difficulties when having to care for patient with schizophrenia.  In most cases the 

caregiver is the bread winner and at the same time has to attend to the family care giver and this can put a barrier 

between and family commitment. Due to patient destructive behaviour, caregivers need to do extra expenses as they 

must replace damaged or destroyed property [41]. 

5. Conclusion 

To conclude, an increase in care giving role resulted in poor physical health, poor emotional well-being, poor social 

health and increase in financial worry. Parent caregivers for persons with schizophrenia experience tremendous 

difficulty navigating the health care system and they often prioritize their caregiving responsibilities above their own 

health and well-being. The study describes the sociodemographic structure of the Mauritian caregivers of 

schizophrenia and how caregivers’ physical health, emotional health, social health and financial status were affected due to 

caregiving responsibilities in the small island development state Mauritius. Like many studies, this survey suffers from 

few limitations. Despite the decentralisation process, this study was carried out in only the main mental healthcare 

centre, which remains the specialized hospital in the provision of mental health services in Mauritius. Hence, the 

results cannot be generalised to the population at large. The sample size was relatively small and thus a multi-centered 

study is recommended. Nevertheless, the finding helps to encourage the health care providers to understand, 

acknowledge, and address caregivers’ needs, t o  advocate for a less fragmented mental health care system, and to 

support parent caregivers to be empowered and satisfied in their role. It is recommended to educate and provide 

resources for caregivers of mental illness patients, about issues of stress and caregiver health. Future directions include 

the need for longitudinal studies to understand the burden and quality of life in caregivers over a period of time and to 

implement effective intervention strategies to reduce the burden and improve the quality of life among caregivers. 
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