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F 
amily members are expected to take on 
the responsibilities of caring for their sick 
relatives in Asian societies, such as Singa-
pore, that highly value filial piety (Chow, 
2009). However, caring for a person with 

advanced cancer is physically and emotionally chal-
lenging. Physically, the person with advanced cancer 
has complex needs and requires extensive care from 
the caregiver. Emotionally, the caregiver has to deal 
with the patient’s impending death (Tsigaroppoulos et 
al., 2009). Caregivers may experience significant stress, 
and some suffer from depression and decreased quality 
of life (QOL) (Hudson, Thomas, Trauer, Remedios, & 
Clarke, 2011). 

The World Health Organization ([WHO], 1996) has 
defined QOL as “individuals’ perceptions of their 
position in life in the context of the culture and value 
systems in which they live and in relation to their goals, 
expectations, standards, and concerns” (p. 5). In end-
of-life care, QOL is one of the key indicators for service 
evaluation (WHO, 2015). Therefore, interventions 
should be targeted at improving caregivers’ QOL.

Generally, the literature supports psychoeducational 
interventions for improving caregivers’ QOL (Harding 
& Higginson, 2003; Hudson, Remedios, & Thomas, 
2010). However, several knowledge gaps were identi-
fied (Harding & Higginson, 2003; Hudson et al., 2010). 
Harding and Higginson (2003) commented on the lack 
of rigorous design in many reviewed studies with 
small sample sizes. A review by Hudson et al. (2010) 
reported that, despite an increase in the quality and 
quantity of intervention studies, psychosocial support 
for caregivers in palliative care was still in its early 
stages. In the Singapore context, to the best of the re-
searchers’ knowledge, no study on psychoeducational 
interventions for caregivers of a person with advanced 
cancer has been conducted.

Prior to the current study, the researchers conducted 
a study to understand the QOL and experiences of 

caregivers (Leow, Chan, & Chan, 2014). Caregivers’ 
QOL remained constant over a period of two months 
without any intervention, and social support satisfac-
tion was essential in improving caregivers’ QOL. In 
addition to requiring help to cope with stress and nega-
tive emotions (Funk et al., 2010), the literature also sug-
gested that caregivers need information and improved 
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communication with the patient (Allen, Hilgeman, Ege, 
Shuster, & Burgio, 2008; Kwak, Salmon, Acquaviva, 
Brandt, & Egan, 2007). Therefore, those components 
were included in the intervention.

Bandura (1985) defined self-efficacy as people’s per-
ceptions of their capabilities to cope with unpredictable 
and stress-producing situations. Bandura had four 
strategies to increase self-efficacy—personal mastery, 
vicarious experiences, verbal persuasion, and physi-
ologic feedback. In the area of cancer and palliative 
care, self-efficacy theory has been applied in symptom 
management (Given et al., 2006; Kurtz, Kurtz, Given, & 
Given, 2005). Self-efficacy strategies have the potential 
to be used in interventions to help caregivers improve 
their self-efficacy in managing their situation. The cur-
rent study is the first of its kind, using a self-efficacy 
framework to develop a psychoeducational interven-
tion for caregivers of patients with advanced cancer.

The current study aimed to evaluate the effec-
tiveness of a psychoeducational intervention, the 
Caring for the Caregiver Programme (CCP), to en-
hance the QOL of family caregivers. The research-
ers hypothesized that caregivers in the intervention 
group would have higher QOL, social support sat-
isfaction and number of supported people, self- 
efficacy in self-care, closeness with the patient, rewards 
of caregiving (RC), and knowledge about information 
on advanced care planning and community resources, 
and lower stress and depression compared to caregivers 
who received standard care. 

Methods

The current study was a pilot 
randomized, controlled trial 
(RCT) with pre- and post-test 
measures. Participants were 
randomized to receive stan-
dard care from home hospice 
providers or standard care 
plus the CCP, after completion 
of baseline data. Two post-test 
measures were obtained at 
weeks 4 and 8 after the inter-
vention. 

A convenience sample of 
family caregivers was recruited 
from four home hospice orga-
nizations and the outpatient 
clinic at the National Can-
cer Centre in Singapore. All 
caregivers of newly admitted 
and current patients who were 
willing to participate in the 
study were recruited, and the 

duration of admission into home hospice was taken 
into account. Inclusion criteria were: family caregiver 
of a person with advanced (stage IV) cancer receiv-
ing home hospice care who has a prognosis of at least 
three months based on the estimation of the primary 
physician; spend at least 20 hours a week with the pa-
tient; able to understand and communicate in English; 
and aged older than 21 years. Exclusion criteria were: 
domestic helpers and caregivers with known mental 
health problems or cognitive impairment. 

QOL was the primary outcome. Power analysis was 
based on the effect size of the first 50 participants, their 
percentage of change in QOL (baseline versus post-test), 
and t-test results. A medium effect size of 0.4, according 
to Cohen’s (1988) conventions, was assumed. Taking into 
account an anticipated 35% dropout rate, 80 participants 
were required. Of the first 50 participants, 12 of 26 in the 
standard care group did not complete both post-tests, 
compared to 7 of 24 in the intervention group. Therefore, 
more participants were allocated to the standard care 
group (n = 42) than the intervention group (n = 38).

Ethics approval was sought from the National Uni-
versity of Singapore Institutional Review Board (IRB) 
and SingHealth’ Centralised IRB. The purpose and 
content of the current study were explained to the par-
ticipants. They were informed that participation was 
voluntary and they could withdraw from the study at 
any time. Confidentiality of their identities and research 
data also was ensured.

Participants randomly were allocated into the 
standard care or intervention group. A computerized  

Self-efficacy theory:
1. Personal mastery
2. Vicarious experiences
3. Verbal persuasion
4. Physiologic feedback

Caring for 
the Caregiver 
Programme

Cope with stress, frustration, 
depression, and anticipatory 
grief by teaching self-care  
strategies, coping with  
emotions, and focusing on 
positive gains of caregiving.

Increase closeness between 
the patient and caregiver by 
improving communication.

Figure 1. Intervention Framework

Increase support from one’s 
own social circle, the  
follow-up phone calls, and the 
online caregiver forum.

Enhance knowledge on  
advanced care planning,  
community resources, and 
managing the death of a patient 
by providing information.

Caregiver 
quality of life
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random number table, generated by the researchers 
from a Microsoft Excel® spreadsheet, was used to al-
locate participants into their respective groups. After 
participants signed the consent form, they were allo-
cated to the standard care or intervention group based 
on the random number table. 

Participants in the standard care group received rou-
tine care from their respective home hospice organiza-
tion, which included regular weekly to monthly visits 
(about 30 minutes) from a home hospice nurse. The 
nurse also may have provided psychosocial support, 
such as counseling, if required by the caregiver.

Psychoeducational Intervention 

The intervention group received the CCP in addi-
tion to routine care. One palliative care doctor, two 
palliative care nurses, and three former caregivers of a 
patient in home hospice care also were invited to vali-
date the CCP prior to its commencement. To maintain 

consistency, one nurse researcher delivered the CCP to 
all participants in the intervention group.

Bandura’s (1985) self-efficacy theory guided the 
development of the CCP. The CCP aimed to help 
caregivers cope with stress, frustration, depression, and 
anticipatory grief; improve communication between 
patients and caregivers; increase social support for 
caregivers; and provide caregivers with information 
on advanced care planning and community resources. 
The researchers expected this to result in an increase in 
caregivers’ QOL because they would be better able to 
cope with caregiving (see Figure 1).

The CCP consisted of a one-hour face-to-face ses-
sion, a video clip, two follow-up phone calls, and 
an invitation to an online social support group. An 
intervention protocol was used to guide intervention 
delivery. The initial face-to-face session was delivered 
within one week of obtaining baseline measures. Dur-
ing the face-to-face session, the caregivers viewed the 

Cope with stress, frustration, depression, and anticipatory grief

Video compact disc (VCD)
• Information on signs of stress and burnout
• Self-care strategies and focusing on caregiving gains
• Management of frustration with the patient and family members
• Information on stages of anticipatory grief and managing emotions

Discussion of care plan (40 minutes)
• To understand frequent causes of stress and worry, and to discuss 

strategies to cope with the stress and worry
• To discuss types of relaxing activities the caregivers used to enjoy, 

and to discuss suitable times that they can engage in the activity
• To understand frequent causes of frustration and strategies to 

overcome them
• To discuss ways to cope with depression and anticipatory grief 

(e.g., talk to family members or friends when feeling sad)
• Information on signs of stress and burnout

Follow-up phone call (15–30 minutes)
• To ask whether the caregiver had commenced the care plan, 

implemented strategies to relieve stress, reduced frustration and 
depression, and improved their coping with caregiving

• To evaluate whether the strategies were useful for the caregiver; 
if not, to suggest alternate methods

• To encourage self-care and regular engagement in activities they 
found relaxing

• To encourage caregivers to focus on caregiving gains

Online forum (15–30 minutes)
• To provide a platform for caregivers to share information on care-

giving, and to obtain advice on problems faced during caregiving

Improve communication between the patient and caregiver

VCD
• To learn methods of sharing memories with and expressing feel-

ings to the patient

Discussion of care plan (40 minutes)
• The frequency of communicating with the patient and appropriate 

timing to spend more time communicating with the patient (e.g., 
evenings after dinner)

• To discuss strategies to communicate and share feelings with the 
patient (e.g., share about day with the patient)

Follow-up phone call (15–30 minutes)
• To evaluate if the communication strategies were useful for the 

caregiver; if not, to suggest alternate methods

Increase social support for the caregiver

VCD
• To encourage seeking practical help, emotional support, and 

information from family members, friends, and healthcare work-
ers

Discussion of care plan (40 minutes)
• To understand the current source of social support (e.g., spouse)
• To discuss other possible sources of social support and how to 

seek support (e.g., share problems with sister when she visits the 
patient during weekends)

Follow-up phone call (15–30 minutes)
• To convey concern to caregivers by asking how they have been 

coping, and to provide social and emotional support

Online forum (15–30 minutes)
• To obtain support from other caregivers and to provide support 

to each other through the forum

Provide caregivers with information on advanced care planning 
(ACP) and community resources

VCD
• To provide information on ACP
• Community resources: respite care, home help services, websites 

on palliative and hospice care, caregiver programs, and manage-
ment of emotions

• To identify signs of dying and provide information on what to do 
when the patient dies

• Bereavement support

Discussion of care plan (40 minutes)
• To understand knowledge on ACP and suggest ways to discuss 

ACP with the patient
• To provide information on additional community resources if 

required

Follow-up phone call (15–30 minutes)
• To ask the caregivers if they required any additional information 

on community resources

Figure 2. Aims and Content of the Intervention’s Components
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20-minute video and developed a care plan with the 
nurse researcher to enable the intervention to be tai-
lored to their individual needs. The discussion of the 
care plan required about 40 minutes. At the end of the 
session, caregivers’ email addresses were obtained and 
they were invited to a caregiver forum. 

The nurse researcher made two follow-up phone calls 
at weeks 3 and 6. During the calls, the nurse researcher 
reviewed the care plan with the caregiver, encouraged 
the caregiver to engage in self-care activities and focus 
on the positive gains of caregiving, and provided sup-
port. The session was guided by a protocol, and the 
duration varied from 15–30 minutes, according to the 
individual caregiver’s needs. The aims and content of 
the teaching session are in Figure 2.

Bandura’s (1985) four strategies—personal mastery, 
vicarious experiences, verbal persuasion, and physi-
ologic feedback—were adopted. To achieve personal 
mastery, self-instructed performance was used. To 

achieve self-instructed performance (e.g., coping with 
stress), the caregivers were provided with knowledge 
on the subject (e.g., signs of stress) in the video so that 
they would be aware that they were experiencing 
stress. Strategies to reduce stress (e.g., listening to mu-
sic) were suggested in the video and discussed during 
the development of the care plan to ensure that they 
could be employed and the goals could be achieved. 
To achieve vicarious experience, the video that featured 
a caregiver and patient with advanced cancer was 
provided. Studies have found that modeling is more 
effective when the models in the video are similar to the 
targeted audience (Bandura, 1985; Clark & Lester, 2000). 
The video addressed issues faced by caregivers and 
strategies used to cope with them. Verbal persuasion to 
participate in self-care activities and seek social support 
was provided using suggestions and exhortation dur-
ing the face-to-face session, follow-up phone calls, and 
online forum. Physiologic feedback was enhanced by  

Table 1. Caregiver Demographics in the Standard Care and Intervention Groups

Standard Care
(n = 42)

Intervention
(n = 38)

Total
(N = 80)

Characteristic
—
X    SD Range

—
X    SD Range

—
X    SD Range t p

Age (years) 47.31 11.94 22–72 47.00 11.73 22–68 47.16 11.76 22–72 0.12 0.91
Caregiving duration (months) 09.78 22.21 0–144 09.22 15.68 0–78 09.52 19.27 0–144 0.13 0.90

Characteristic n n n c2 p

Gender 0.42 0.52
Male 15 11 26
Female 27 27 54

Marital status 0.63 0.43
Single 18 13 31
Married 24 25 49

Race 1.87 0.60
Chinese 36 32 68
Malay 03 05 08
Indian 02 01 03
Caucasian 01 – 01

Religion 9.77 0.14
None 06 10 16
Buddhist 20 07 27
Christian 09 10 19
Islam 03 05 08
Taoist 01 01 02
Catholic 01 04 05
Hindu 02 01 03

Education level 1.41 0.49
Primary school and below 05 04 09
Secondary school 17 11 28
Tertiary education 20 23 43

Relationship with patient 7.16 0.31
Child 23 23 46
Spouse 09 11 20
Sibling 03 – 03
Parent 02 – 02
Niece – 01 01
Daughter-in-law 04 03 07
Grandchild 01 – 01

c
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attribution, and the participants were strongly mo-
tivated to participate in activities after experiencing 
pleasant outcomes. Attribution was provided by the 
nurse researcher during the follow-up phone calls. The 
nurse researcher asked if the caregivers experienced 
better outcomes and attributed them to engaging in 
the suggested activities. When caregivers experienced 
pleasant outcomes from the CCP, they were more mo-
tivated to engage in the suggested activities. 

Measures

At baseline, caregiver sociodemographic data (age, 
gender, marital status, race, religion, relationship to the 
patient, financial status, education status, household in-
come per capita, and duration of caregiving) and patient 
sociodemographic data (age, gender, cancer type, time 
since diagnosis, and duration with home hospice) were 
obtained from the caregivers. Outcome measures were 
obtained from the caregivers at baseline, week 4, and 
week 8. All outcome measures have been widely used in 
the area of palliative care, or with caregivers of a family 
member with cancer, with well-established reliability and 
validity. Content validity of the survey questionnaires 
was sought from a panel of five experts in the area of 
palliative care (two doctors, two nurses, and one social 
worker), using the content validity index (Lawshe, 1975), 
to ensure relevance of the questionnaires in the Singapore 
culture for caregivers of patients in home hospice care. 
The questionnaires were found to have high content va-
lidity, and good psychometric properties were reported.

The Caregiver Quality of Life Index–Cancer (CQOLC)  
was used to measure caregivers’ QOL (Weitzner, Ja-
cobsen, Wagner, Friedland, & Cox, 1999). It consisted 
of 35 items in four subscales—burden, disruptiveness, 
positive adaptation, and financial concerns. The items 
were rated on a five-point Likert-type scale, with higher 
scores indicating better QOL. The test-retest reliability 
was 0.95, Cronbach alpha was 0.91, and content valid-
ity was 89%. The CQOLC was the primary outcome.

Social support was measured by the Social Support 
Questionnaire (Sarason, Sarason, Shearin, & Pierce, 
1987), which consists of 12 items in two subscales. Six 
questions in each subscale measured caregivers’ satis-
faction level and number of support people. Items were 
rated on a six-point Likert-type scale. Higher scores 
indicated higher social support satisfaction and number 
of support people. Cronbach alpha was 0.91–0.93, and 
content validity was 92%.

Caregivers’ stress and depression were measured using 
the depression and stress subscales from the Depression 
Anxiety Stress Scales (Lovibond & Lovibond, 1995). The 
questionnaire consisted of 14 questions, rated on a four-
point Likert-type scale. Higher scores indicated higher 
levels of stress and depression. Cronbach alpha was 0.9 for 
stress and 0.91 for depression. Content validity was 91%.

The relationship between the caregiver and patient 
was measured by the general closeness scale (Mangen 
& Westbrook, 1988), consisting of four items rated on 
a four-point Likert-type scale. Higher scores indicated 
more closeness between the caregiver and patient. 
Cronbach alpha was 0.85, and content validity was 90%.

Self-efficacy was measured by the self-efficacy in 
self-care scale (SESCS) (Steffen, McKibbin, Zeiss, Galla-
gher-Thompson, & Bandura, 2002). Two subscales were 
used—self-efficacy in obtaining respite and self-efficacy 
in controlling upsetting thoughts about the caregiving 
situation. The SESCS consisted of 10 items, rated on a 
10-point Likert-type scale. Higher scores indicated higher 
self-efficacy. Cronbach alpha was 0.76, and content valid-
ity was 90%.

Positive gains of caregiving were measured using the 
RC scale (Archbold & Stewart, 1996). Five questions 
were removed because they focused on caregivers of 
older adults and of people living in a nursing home. The 
final questionnaire consisted of 10 questions, rated on 
a five-point Likert-type scale. Higher scores indicated 
a higher perception of positive gains. Cronbach alpha 
was 0.77–0.94, test-retest reliability was 0.82, and content 
validity was 100%. 

Caregivers’ perceived knowledge of advanced care 
planning, community resources, and managing the 
death of a patient was measured with six questions, 
rated on a five-point Likert-type scale. The questions 
were developed by the nurse researcher to evaluate 
the effectiveness of the education from the video on in-
formation about advanced care planning and commu-
nity resources. The scale had content validity of 97%.

Data Collection

The current study was conducted from September 
2012 to June 2013. Staff at the study venues identified 

Table 2. Patient Characteristics in the Standard 
Care and Intervention Groups

Standard 
Care

(n = 42)
Intervention

(n = 38)
Total

(N = 80)

Cancer Typea n n n

Lung 14 11 25
Colorectal 05 02 07
Ear, nose, and throat 02 01 03
Female reproductive 02 – 02
Liver 03 04 07
Breast 02 03 05
Stomach 01 04 05
Brain 04 02 06
Other 09 11 20

a c2 = 6.81; p = 0.56

D
ow

nl
oa

de
d 

on
 0

5-
18

-2
02

4.
 S

in
gl

e-
us

er
 li

ce
ns

e 
on

ly
. C

op
yr

ig
ht

 2
02

4 
by

 th
e 

O
nc

ol
og

y 
N

ur
si

ng
 S

oc
ie

ty
. F

or
 p

er
m

is
si

on
 to

 p
os

t o
nl

in
e,

 r
ep

rin
t, 

ad
ap

t, 
or

 r
eu

se
, p

le
as

e 
em

ai
l p

ub
pe

rm
is

si
on

s@
on

s.
or

g.
 O

N
S

 r
es

er
ve

s 
al

l r
ig

ht
s.



E68 Vol. 42, No. 2, March 2015 • Oncology Nursing Forum

potential participants. Those who agreed to participate  
in the study were referred to the research team. After 
the caregivers verbally agreed to participate in the 
study, the nurse researchers met them at a place of their 
convenience, provided additional details on the study, 
answered any questions they had, and obtained writ-
ten consent. Baseline data then were obtained. The two 
post-test surveys were conducted by phone by a re-
search assistant who was not part of the study team and 
was blinded to group allocation. The researcher also 
recorded if the participant received counseling from 
the hospice service or other sources during the study 
period. If the study participant received counseling  
during the study period, the researchers analyzed 
whether they had better outcomes. However, no par-
ticipants received counseling for a comparison to be 
made.

Of the 80 recruits, 56 completed post-test 1, 47 
completed post-test 2, and 43 completed both post-
tests. Loss to follow-up in the intervention group at 
post-test 1 was largely attributed to patient death 
(n = 5), the caregiver being too busy (n = 2), and the 
caregiver being unreachable (n = 1). At post-test 2, 
loss to follow-up also was largely attributed to pa-
tient death (n = 8) and the caregiver being too busy  
(n = 2). In the standard care group, loss at post-test 1 
was attributed to patient death (n = 6) and the care-
giver being too busy (n = 6). Other reasons included 
the patient no longer receiving home hospice care  
(n = 1), the caregiver finding the questions intrusive  
(n = 1), and the caregiver being unreachable (n = 2). 
At post-test 2, loss to follow-up was largely attributed 
to patient death (n = 15), the caregiver being too busy  
(n = 4), and other reasons, such as the patient no longer 
receiving home hospice care (n = 1), the caregiver find-
ing the questions intrusive (n = 1), and the caregiver 
being unreachable (n = 2). The retention rate was higher 
for post-test 2 (c2 = 8.72, p = 0.00), and both post-tests  
(c2 = 6.66, p = 0.01) in the intervention group compared 
to the standard care group.

Statistical Analysis

SPSS®, version 18.0, was used. Descriptive statistics 
were used to describe the participants’ profiles. Base-
line information was compared between participants in 
the standard care and intervention groups, using t-test 
and chi-square tests, to ensure homogeneity. Two-way 
analysis of variance, with repeated measures, was used 
to examine significant differences between post-test 
outcomes. Mauchly’s Test of Sphericity was conducted, 
and Greenhouse-Geisser correction was performed for 
p values for significant values. A p ≤ 0.05 was used to 
determine if results were significant (Plichta Kellar & 
Kelvin, 2012). An intention-to-treat method was used to 
manage missing data from participant dropout.

Table 3. Outcomes Comparison Between Groups

Standard Care
(n = 42)

Intervention
(n = 38)

Measure
—
X    SD

—
X   SD

Caregiver Quality of Life Index–Cancer
Baseline 90.90 20.57 089.44 19.82
Week 4 84.40 20.48 100.05 17.61
Week 8 84.43 23.57 105.66 15.95

Burden subscale
Baseline 25.93 08.38 024.53 07.32
Week 4 23.67 09.38 028.76 06.19
Week 8 24.50 09.70 030.42 05.60

Disruptiveness subscale
Baseline 20.95 05.51 019.11 06.39
Week 4 18.79 06.32 021.11 04.70
Week 8 18.83 06.77 022.92 04.20

Positive adaptation subscale
Baseline 14.19 06.63 017.63 06.26
Week 4 13.81 05.53 019.00 05.24
Week 8 13.29 05.92 019.84 05.06

Financial concerns subscale
Baseline 08.74 03.39 007.39 04.71
Week 4 08.79 03.06 008.37 04.41
Week 8 08.19 03.77 008.47 04.51

Social support satisfaction
Baseline 31.17 05.19 029.92 05.12
Week 4 29.81 04.88 031.21 04.73
Week 8 28.98 05.99 034.42 02.87

Social support number
Baseline 12.50 09.06 013.32 08.97
Week 4 11.00 07.77 016.34 09.43
Week 8 10.62 08.16 017.13 08.88

Stress and depression
Baseline 06.78 07.26 006.86 06.68
Week 4 09.17 09.26 004.37 04.34
Week 8 08.86 09.53 03.16 03.94

Stress subscale
Baseline 04.31 04.23 004.76 04.06
Week 4 05.69 05.17 003.13 02.54
Week 8 05.40 05.25 002.47 02.54

Depression subscale
Baseline 02.48 03.68 002.11 03.06
Week 4 03.48 04.64 001.24 02.16
Week 8 03.45 04.74 000.68 01.89

General closeness scale
Baseline 12.02 03.61 012.00 03.17
Week 4 11.33 03.78 013.05 02.90
Week 8 10.98 03.71 013.47 02.60

Caregiver self-care self-efficacy scale 
Baseline 86.07 11.93 076.79 18.20
Week 4 78.90 18.96 084.79 13.68
Week 8 77.50 20.93 088.32 09.74

Obtaining respite scale
Baseline 42.12 08.38 036.66 12.37
Week 4 38.88 12.38 041.21 09.11
Week 8 38.21 12.82 043.16 05.94

Controlling upsetting thoughts subscale
Baseline 43.95 05.86 040.13 10.54
Week 4 40.02 09.21 043.58 07.71
Week 8 39.29 10.17 045.16 06.38

(Continued on the next page)
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Results

Eighty-six participants were assessed for eligibility, 
and 80 were recruited (42 in the standard care group, 
38 in the intervention group). Table 1 summarizes their 
sociodemographic data, and Table 2 summarizes the 
patients’ characteristics. No statistically significant 
differences were found in the caregivers’ sociodemo-
graphic data and the patients’ characteristics between 
the standard care and intervention groups. The major-
ity of the caregivers were females (n = 54) and married 
(n = 49). The caregivers’ age ranged from 22–72 years, 
and the mean age was 47.2 years (SD = 11.8). The pa-
tients were aged 21–102 years, with a mean age of 69 
years (SD = 15.2), and 25 had lung cancer.

All 38 participants in the intervention group watched 
the video, completed the face-to-face meeting, and 
completed the first follow-up phone call. Thirty-two 
participants received the second follow-up phone call. 
Only six participants who cared for a patient who 
passed away did not receive the follow-up phone call. 
Two caregivers joined the caregiver forum, but none of 
them posted in it. In addition, 10 caregivers visited the 
forum but did not register themselves.

Over the three time points, the interaction terms, be-
tween group by time, were significant for all outcomes 
(p < 0.05) (see Table 3). Participants in the intervention 
group showed significantly higher improvement in all 
seven outcome measures when compared to the stan-
dard care group. They reported significantly higher 
QOL (p = 0.00), social support satisfaction (p = 0.00) 
and number of supported persons (p = 0.00), closeness 
with the patient (p = 0.00), self-efficacy in self-care  
(p = 0.00), RC (p = 0.00), and knowledge (p = 0.00), and 
lower stress and depression (p = 0.00). Time effect was 
significant only for QOL (p = 0.01), the burden subscale 
(p = 0.004), RC (p = 0.03), and knowledge (p = 0.00). 
Group effect was significant for QOL (p = 0.005), the 
positive adaptation subscale (p = 0.00), social support 

Table 3. Outcomes Comparison Between Groups 
(Continued)

Standard Care
(n = 42)

Intervention
(n = 38)

Measure
—
X    SD

—
X   SD

Rewards of caregiving
Baseline 25.76 12.45 029.68 10.27
Week 4 24.95 13.33 033.71 08.20
Week 8 24.31 13.51 035.18 07.40

Knowledge
Baseline 04.62 03.28 003.66 04.60
Week 4 05.33 03.55 012.58 06.07
Week 8 05.52 03.70 013.79 06.13

satisfaction (p = 0.03), stress and depression (p = 0.02), 
depression (p = 0.02), RC (p = 0.001), and knowledge 
(p = 0.00) (see Table 4).

Discussion

The current study aimed to evaluate the effects of a 
newly developed psychoeducational program for family 
caregivers of a person with advanced cancer. The video 
and follow-up phone call were well received by the 
caregivers. The caregivers appeared to be less receptive 
to the online forum. Overall, the CCP was well accepted 
by caregivers, and the intervention was feasible.

The CCP in the current study was found to be effec-
tive in enhancing QOL, social support, self-efficacy in 
self-care, closeness with the patient, and RC; reduced the 
caregivers’ stress and negative emotions; and provided 
them with knowledge on advanced care planning and 
community resources. The higher QOL in the interven-
tion group was a significant finding because QOL has 
been perceived as an important outcome indicator for pa-
tients and their caregivers in end-of-life care (WHO, 2015). 

Caregivers’ QOL could have been improved through 
targeting four areas—helping caregivers cope with 
stress, frustration, depression and anticipatory grief; 
improving caregivers’ communication with the patient; 
providing caregivers with information on advanced 
care planning, community resources, and managing the 
death of a patient; and increasing social support. The 
use of Bandura’s (1997) self-efficacy strategies appeared 
to be a useful framework in helping family caregivers.

Some past family interventions have focused on the 
positive aspects of caregiving (Duggleby et al., 2007; 
Hudson, Aranda, & Hayman-White, 2005; Kwak et 
al., 2007). In the current study, apart from focusing on 
the positive aspects of caregiving, the CCP provided 
caregivers with practical tips on managing frustration 
using case scenarios. The results suggested that the 
intervention was useful because the caregivers learned 
from the demonstration in the video and were able to 
apply the skills in real-life settings.

Many past family interventions did not specifically help 
caregivers cope with anticipatory grief (Cameron, Shin, 
Williams, & Stewart, 2004; Hudson et al., 2005; Walsh et 
al., 2007). In the current study, caregivers were provided 
with information on the four stages of anticipatory grief 
through the video. This included awareness of feelings of 
sadness, regretting past arguments, being afraid of the im-
pending death of the patient, and imagining life without 
the patient, which are common thoughts and feelings in 
the face of death of a loved one (Wong & Chan, 2007). The 
knowledge of the phases of anticipatory grief might help 
caregivers understand the reasons why they were feel-
ing sad. The attainment of personal mastery might help 
them cope with their grief. Future psychoeducational  
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Table 4. Comparison of Time and Group Effects

Variable f p

Caregiver Quality of Life Index–Cancer
Timea 04.83d 0.010
Groupb 08.41d 0.005
Time by groupc 28.24d –

Burden subscale
Timea 06.12d 0.004
Groupb 03.88d 0.050
Time by groupc 19.65d –

Disruptiveness subscale
Timea 02.05d 0.130
Groupb 01.76d 0.190
Time by groupc 17.92d –

Positive adaptation subscale
Timea 01.13d 0.300
Groupb 18.04d –

Time by groupc 05.96d 0.010
Financial concerns subscale

Timea 02.51d 0.090
Groupb 00.34d 0.560
Time by groupc 04.20d 0.020

Social support satisfaction
Timea 00.13d 0.830
Groupb 05.25d 0.030
Time by groupc 17.42d –

Social support number
Timea 01.70d 0.200
Groupb 01.44d 0.230
Time by groupc 14.76d –

Stress and depression
Timea 01.43d 0.240
Groupb 05.35d 0.020
Time by groupc 16.55d –

Stress subscale
Timea 01.87d 0.170
Groupb 03.88d 0.050
Time by groupc 16.52d –

Depression subscale
Timea 00.72d 0.430
Groupb 05.74d 0.020
Time by groupc 12.48d –

General closeness scale
Timea 00.57d 0.510
Groupb 03.92d 0.050
Time by groupc 17.95d –

Caregiver self-care self-efficacy scale 
Timea 00.64d 0.490
Groupb 00.58d 0.450
Time by groupc 30.44d –

Obtaining respite subscale
Timea 01.04d 0.330
Groupb 00.08d 0.780
Time by groupc 18.12d –

Controlling upsetting thoughts subscale
Timea 00.17d 0.800
Groupb 01.19d 0.280
Time by groupc 24.78d –

Rewards of caregiving
Timea 04.62d 0.030
Groupb 10.97d 0.001
Time by groupc 12.6d0 –

Knowledge
Timea 94.41d –

Groupb 28.42d –

Time by groupc 66.92d –

a Main effect for time 
b Main effect for group
c Interaction effect of time by group
d Mauchly’s Test of Sphericity significant, Greenhouse-Geisser 
correction used

interventions for family caregivers of people with ad-
vanced cancer could include this component.

Caregiver-patient communication and increasing 
closeness with the patient seldom have been addressed 
in interventions for caregivers (Allen et al., 2008; Kwak 
et al., 2007). This component was included in the current 
study. The results suggested that the intervention group 
experienced greater closeness with the patient. Nurses 
can strongly encourage caregivers to consciously spend 
time and communicate with the patient. Increasing com-
munication and closeness is important because it can 
have a positive impact on caregivers’ psychological well-
being (Wang, Shyu, Chen, & Yang, 2011; Yates, Tennstedt, 
& Chang, 1999).

The participants in the intervention group had sig-
nificantly higher self-efficacy in controlling upsetting 
thoughts when compared to the standard care group. 
This could be related to information provided by the 
CCP and support from the follow-up phone calls. 
Participants in the standard care group experienced a 
decline in overall self-efficacy in controlling upsetting 
thoughts over the three time points. This decline was 
more prominent between baseline and post-test 1 and 
remained constant from post-test 1 to post-test 2. The 
decline in the participants’ ability to control upsetting 
thoughts over time in the standard care group sug-
gested that caregivers could experience an increase in 
upsetting thoughts over time without any intervention. 

The current study found that the intervention group 
had a significant increase in social support and satisfac-
tion, while those in the standard care group experienced 
a decline in both of those outcomes. The CCP may have 
encouraged caregivers in the intervention group to seek 
support from family members and friends. 

Limitations

The intervention was conducted in English, and only 
participants who understood English were recruited into 
the study. Although English is the common language 
among Singaporeans, some non-English–speaking 
caregivers were likely to be older adults or have a lower 
education status. The exclusion of these caregivers could 
result in bias in the sample. 

A random sampling method of all caregivers could 
not be conducted, which may lead to selection bias 
on participant characteristics. The current study was 
conducted in selected centers in Singapore that were 
chosen by convenience. The small sample size also 
could limit the generalizability of the study findings.

Implications for Practice 

The CCP could be a potentially effective psychoedu-
cational intervention for caregivers of a person with 
advanced cancer in home hospice care and could be 
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provided as part of standard care. The video in the CCP 
could be distributed to home hospice care facilities. The 
intervention protocol could be provided to home hos-
pice nurses to enable them to deliver the CCP according 
to the guidelines. Nurses could be trained for the CCP, 
including the use of the video and care plan and the 
follow-up phone calls. 

The face-to-face session of the CCP could be con-
ducted individually or in groups, and its effects could 
be evaluated further. Group sessions would enable 
caregivers to discuss the content of the CCP and build 
networks and reduce resources required when com-
pared to individual sessions. 

The current study was a pilot RCT. Additional 
multicenter trials are needed to study the effects of 
the CCP. The CCP that was developed in the current 
study could be translated to other languages to cater 
to non-English–speaking caregivers. The CCP also 
could be extended to caregivers of patients receiving 
palliative care who are not in home hospice care, and 

the impact of the intervention could be evaluated. The 
CCP that was developed in the current study also could 
be implemented in other Asian countries with slight 
modification, and its effects and acceptability could be 
evaluated.

Conclusion

The current study is the first clinical evaluation of a 
psychoeducational intervention in Singapore and the 
Asian region for caregivers of a person with advanced 
cancer. It was a pilot RCT to examine the short- and 
long-term effects of the CCP. The results of the current 
study supported that the CCP could be a promising 
intervention for family caregivers. It could be incorpo-
rated into standard care and be part of home hospice 
services. The CCP could be implemented in other 
centers in Singapore and other Asian regions with its 
effects further evaluated.
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Knowledge Translation 

The Caring for the Caregiver Programme (CCP) could be 
a potentially effective psychoeducational intervention for 
caregivers of a person with advanced cancer. 

The CCP can be provided to all caregivers as part of stan-
dard hospice care.

The self-efficacy theory can serve as the framework for 
development of psychoeducational interventions for 
caregivers.
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