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			Introduction

			India, the second most populated rural areas of the world, with a population of 1.02 billion, is a land of contrasts [1,2]. Advances in medical science have resulted in a concomitant increase in the life span of individuals with disabilities [3]. Vagaries of caregivers were observed quite commonly among the patients of mental upset. In India, unlike in the West, the folks have always remained the major source of concern for the mentally ill even in the past, since there have been never adequate number of hospital beds for these patients. The degree of burden on the caregivers has dramatically increased as the ongoing shift of patient attention from institutions to the residential district [4]. There is a shortfall 

in trained work force sources in the rehabilitation of chronic mental illness patients. Successful management of mental malady in the community relies significantly on an informal or non-professional network of caregivers [5]. Caregivers face mental ill health as a direct result of their caring role and experience higher rates of mental ill health than the normal population. The care givers are reported to have 50% more health problems, 70% more prescribed medicines, 25% more to hospitals or emergency rooms, 23% more levels of stress hormones, sleep deprivation & poor eating habits than non- caregivers. These requirements can bring significant levels of stress for the caregiver and can move their overall quality of life, including employment, socializing and relationships [6]. The traditional family setup in India, unlike the western countries helps to withstand the different kind of stresses encountered in caring chronic ill patients. 

			The concept of the traditional family is being replaced by nuclear families due to rapid urbanization and industrialization and so more vulnerable to stresses [7]. Stress can manifest as psychological morbidity, including depression and anxiousness. Surveys indicate a substantial kinship between the caregivers’ point of loading with the negative effects of psychological health [7-10] and physical health [11]. Interventions can ameliorate these effects and thereby improve the character of the life of people with chronic mental illness [10,12-19].  Previous research done to determine the effect of various stress reduction programs for caregivers of patients with brain tumor provided a valuable insight for designing suitable programs for stressed caregivers [14]. Mindfulness- based stress reduction (MBSR) intervention has enhanced psychological well-being among distress individuals and further led to improved quality of life [16]. Several studies were performed related to adherence and retention of an exercise program among women care givers. Physical inactivity, anxiety, depression are the independent risk factors commonly observed among the caregivers. Strategies such as behavioral modification programs, home based health promotion and counselling help caregivers coping with the stressful situations when delivering care to their loved ones [17].  

			The objective of this study was to examine the effect of educational and stress management strategies in enhancing the coping strategies and to bring down the load of the caregivers.

			Methods

			 A convenience sampling method was used for the selection of subjects – the caregivers of mentally ill patients, from mental health care centers in and around Coimbatore (Kovai medical center and hospital, Vazhikatti mental health center, and Konkanadu mental health center). Fifty subjects based on the following inclusion criteria were recruited; caregivers of patients with affective disorders (bipolar affective disorder), neuroses (obsessive-compulsive disorder) and psychoses (schizophrenia). Caregivers of both genders with minimum of six months of care giving within the age between 20 and 65 years were taken into the study. We included both male and female patients above 18 years, who had been sick for more than a year, and were undergoing active treatment during the survey. The questionnaires used in the survey were; the Zarit Burden Interview Schedule to assess the caregiver burden, the Coping Strategies Inventory for coping strategies and Kuppuswamy Socio- economic status scale for the health professionals.

			The Zarit Burden Interview (ZBI) is the most widely utilized burden measures. It is a 22-item questionnaire, which is graded on a 4-point scale [20]. The performance of the score determines the levels of burden in the health care providers. Effects of various studies conducted to assess the psychometric properties of ZBI demonstrated high internal consistency (Cronbach’s alpha 0.92) and good validity due to strong correlations with caregiver life satisfaction and economic crisis, as well as patients’ dependency, neuropsychiatric symptoms, and harshness of the circumstance. The grading of the ZBI goes as ‘0= Never’, ‘1= rarely’, ‘2= Sometimes’, ‘3= Quite frequently’, ‘4= nearly always’. The reading of the scores is ‘0-21= little or no burden’, ‘21-40= Mild to moderate burden’, ‘41-60= Moderate to severe burden’, ’61-88= Severe burden’.

			The CSI was originally constructed as a 78-item questionnaire [21]. A four-point Likert scale is used to record the participants’ responses. Participants are asked to place the general regularity with which they employ each listed coping strategy on the survey and to indicate their responses in the following manner: 1 = “Never”, 2 = “Seldom”, 3 = “Sometimes”, 4 =“Often” and 5 = “Almost Always”. The original CSI is reduced to a 16-item version after a validation survey was conducted in Jackson, Mississippi. The CSI-SF was designed to reflect the original scale, with four 4- item subscales: (a) Problem–Focused Engagement, (b) Problem-Focused Disengagement, (c) Emotion-Focused Engagement, and (d) Emotion-Focused Disengagement. Individuals receive scores for each first-tier subscale (Engagement and Disengagement: range 8 – 40), as well as for each of the four second tier subscales (Problem-Focused Engagement, Problem-Focused Disengagement, Emotion-Focused Engagement, and Emotion-Focused Disengagement: range  4 – 20). Each of the four 2nd tier subscales created contained four items each. This 16-item CSI-SF is believed to meet minimum psychometric requirements for measuring coping strategy. All dimensions for each of the four sub- scales of the CSI-SF were shown to have marginal to acceptable levels of reliability (alpha = 0.58-0.72). Coefficients ranged from 0.58 to 0.72 for second tier subscales, which are problem-focused engagement, problem-focused disengagement, emotion-focused engagement, and emotion-focused disengagement, and 0.59 and 0.70 for the first tier scales, disengagement and engagement respectively. There was evidence that the particulars in each subscale of the CSI-SF were measuring the same underlying construct. They have good reliability in effectively measuring each individual subscale. It is widely applied to measure the socioeconomic position of an individual in urban community based on three variables, namely teaching, business and income [21,22]. The modification of the scale meant to determine the socioeconomic condition of family based on education and occupation of the head of the family and per capita income per month has been widely applied.

			Procedure

			The survey was conducted at three mental health care centers in Coimbatore. The study was approved by the Kovai Medical center and Hospital ethics committee. Caregivers of both genders, i.e.; 24 (48%) males and 26 (52%) females, of individuals with chronic mental illness, who held a lower limit of 6 months duration of attention giving and who were willing to take part in the survey were chosen for the survey. Fifteen care providers assessed as having severe burden were included in the experimental group. After a clear explanation about the study purpose and procedure, an informed consent was taken. The cases were divided into 3 groups according to their duration of care giving: 1st group: 6 months- 5 years; 2nd group: 5 years- 10 years; 3rd group: >10 years. The demographic data of the participants (age, gender, duration of care, family type, socioeconomic position, marital status and occupational status) and patients (age, gender, diagnosis and duration of illness) also were recorded.

			The Zarit Burden Interview schedule and the Coping strategies Inventory- Short Form were administered in the selected samples to measure their levels of burden and the various coping strategies employed by them. Both of the questionnaires were translated into Tamil by the investigator for the convenience of the participants. Individuals were required to circle the answer, which they feel is the most appropriate, for each question. The Kuppuswamy socioeconomic status scale was administered to sort them according to their socioeconomic status. The interventional group (n=15) received educational and stress management strategies and the treatment sessions were run out on an individual basis by qualified occupational and physical therapists. The therapy plan was administered in 16 sessions of one-hour duration each. The sessions were given twice a week for a period of 2 months.

			Educational and Stress Management Strategies:

			The session comprised an open seminar to educate the caregiver on the patient’s condition- its causes, clinical characteristics, possible personality and behavior alterations, the duration, course and prognosis. Secondly, making them aware of the effects of care giving on the caregiver’s health and well-being, and the possible coping techniques. Tips to handle the Emotion and problem focused coping strategies were discussed so that they can utilize these coping methods to the situation instead of panicking or giving up. 

			Once the education session concluded, introduction to stress, its management and an introduction to relaxation techniques and the things to be looked at before embarking on the practice of a relaxation technique were emphasized. Stress management techniques of Jacobson’s Progressive Muscle Relaxation [23,24], mindfulness-based stress reduction (MBSR) [25-27], and other relaxation techniques-breathing exercises (pranayama) [13,14,28,29] were taught to the clients by trained Physical therapists. 

			The session further comprised of exercise programs to reduce stress [17,19]. These included stretching exercises and activities such as walking, running or jogging, swimming, physical games/sports. The clients were provided with handouts on various activities for stress management. The suggested activities were reading, writing, poetry writing, horticulture, photography.

			Data Analysis

			Statistical analysis was performed using the SPSS statistical software version 21.0. The information collected was analyzed using t-test and ANOVA and significance was set at p ≤ .01. The paired t- test was applied to find the difference between pre and post test scores of both the ZBI and CSI- SF. The independent- t test was calculated to evaluate the levels of load among the male and female caregivers. The duration of care giving, and the levels of caregiver burden were analyzed with ANOVA. The mean differences in the levels of burden among groups were calculated using Post Hoc Scheffe test. 

			Results 

			Demographic data of the caregivers
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			The demographic characteristics of the caregivers are presented in Figure 1.The age of the caregivers ranged between 20 and 65 years. The sample consisted of 24 (48%) male caregivers and 26 (52%) female caregivers. The investigated caregivers were 27 (54%) spouses, 15 (30%) parents, 6 (12%) siblings and 2 (4%) in- laws. The continuance of care giving of the selected samples ranged from 6 months to 18 years. Depending on the duration of care giving, 20 (40%) caregivers belonged to 1st group, 15 (30%) to 2nd group and 15 (30%) to 3rd group. Among the 50 selected cases, 39 (78%) were from nuclear families and 11 (22%) from joint families. According to the Kuppuswamy Socioeconomic status classification, 13 (26%) were from upper class families, 15 (30%) of them were upper middle class families, 12 (24%) lower middle class families, 7 (14%) to upper lower class families and 3 (6%) were from lower class households. Of the 50 caregivers, 31 (62%) were employed, of which 21 (42%) were males and 10 (20%) were females and the 19 (38%) unemployed subjects included 3 (6%) males and 16 (32%) females. The 50 caregivers included 20 (40%) married males, 24 (48%) married females, 4 (8%) unmarried males and 2 (4%) unmarried females.

			Demographic data of the patients: 

			The age of the patients ranged from 20 to 70 years. The continuance of their illness was between 6 months to 25 years. Of the 50 patients, 25 (50%) were diagnosed as schizophrenia, 19 (38%) have bipolar affective disorder and 6 (12%) were obsessive compulsive disorder patients (Figure 2). Among the 50 caregivers, 10 had little or no burden, 13 had mild to moderate burden, 12 had moderate to severe burden and 15 were having severe burden, according to the ZBI scale. According to the wads of the CSI- SF, the cases received an average grade of 21.42 for the employment sub-scale and 21.08 for the disengagement sub- shell. This displays that the levels of burden and the coping strategies varied in the caregivers of patients with chronic mental illness.
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			In the interventional group, the ZBI pretest had an average grade of 67.20 which reduced to 49.67 in the post- test and that the difference between the pre and posttest scores is significant at p ≤0.01. The result clearly showed that the educational and stress management strategies can reduce the burden of the caregivers. It was also shown that the engagement subscale of the CSI- SF had a mean pretest score of 15.27, which increased to 25.27 in the posttest, and the difference is significant at p ≤0.01. It also indicated that the disengagement subscale of the CSI- SF had a mean pretest score of 25.60, which reduced to 15.53 in the post-test. The difference between the pre and posttest scores was significant at 0.01 levels. Therefore, the evaluation of the loads of the CSI- SF scores show that the educational and stress management strategies helped in improving the coping strategies of the care givers (Table 1).  It was also observed that there was no statistical difference in the levels of burden between male and female caregivers (p<0.01) (Table 2). Table 3 expresses the magnetic declination in the levels of burden, according to the duration of care giving. The caregivers who belonged to 1st group (6 months to 5 years) exhibited the highest levels of burden, when compared to the other two groups. The mean difference between the groups was significant. It indicated that the level of burden  decreases with an increase in the duration of care giving as they get accustomed to their changed roles, procedures and their restrictions due to care giving(Table 1-3).

			Table 1:  Pre and post test scores of the intervention group.

			
				
					
					
					
					
					
					
				
				
					
							
							Scores

						
							
							Sample (n)

						
							
							Pre- test M(SD)

						
							
							Post- test M(SD)

						
							
							t- value

						
							
							p

						
					

					
							
							ZBI score

						
							
							15

						
							
							67.20 (5.1)

						
							
							49.67 (6.6)

						
							
							23. 417

						
							
							0.01*

						
					

					
							
							CSI scores

						
							
							
							
							
							
					

					
							
							Engagement subscale

						
							
							15

						
							
							15.27 (2.6)

						
							
							25.27 (3.6)

						
							
							14.07

						
							
							0.01*

						
					

					
							
							Dis engagement subscale

						
							
							15

						
							
							25.60 (1.9)

						
							
							15.53 (2.7)

						
							
							12.37

						
							
							0.01*

						
					

				
			

			Paired t-test. (*) statistically significant difference (P<0.01); SD: standard deviation; M: mean; ZBI- Zarit Burden Interview; CSI:  Coping Strategies Inventory

			Table 2:  Comparison of the Levels of Burden between male and female caregivers.

			
				
					
					
					
					
					
					
				
				
					
							
							Category

						
							
							Sample(n)
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							‘t’ value
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							Males

						
							
							24

						
							
							40.21

						
							
							22.579

						
							
							0.365

						
							
							**

						
					

					
							
							Females

						
							
							26

						
							
							42.46

						
							
							21.112

						
							
							
					

				
			

			Paired t-test. (**) statistically no significant difference (P>0.01); SD: standard deviation; M: mean

			Table 3:  Duration of care giving and levels of care giver burden.
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							Sample

						
							
							M(SD)

						
							
							F

						
							
							p

						
					

					
							
							1

						
							
							6months- 5 years

						
							
							20

						
							
							58(14.6)

						
							
							38.583

						
							
							.01

						
					

					
							
							2

						
							
							5 years- 10 years

						
							
							15

						
							
							43.2(14.5)

						
					

					
							
							3

						
							
							More than 10 years

						
							
							15

						
							
							17.3(10.8)

						
					

				
			

			ANOVA (*) statistically significant difference (P<0.01); SD: standard deviation; M: mean

			Discussion

			The care providers of patients with psychiatric illness who were undergoing treatment in an in- patient basis or out- patient basis in three mental health care centers were chosen for the survey. The age of the caregivers ranged between 20 and 65 years. The sample included both male and female caregivers. The duration of care giving was from 6 months to 18 years. Almost half of the respondents ranged from 6 months to 5 years duration of care giving. More than half of the participants belonged to middle class group and 60% of them were employed and married. The age of the patients ranged from 20 to 70 years and the majority (50%) was suffering from schizophrenia. There was no significant difference observed among male and female care providers. Hence, it was clear that the gender differences do not cause much impact on the levels of load. Although previous studies by Baila Miller and Lynda Cafasso “Gender differences in care giving: Fact or Artifact?” showed that females carry a higher point of burden [30,31]. The outcome of our work indicates a decrease in the levels of caregiver burden with an increase in the duration of care giving, which was supported by the previous study [32]. Among the 50 caregivers, 15 participants had severe level of burden and were included in the intervention group. They received educational and stress management strategies to aid in reducing the burden and to improve coping skills. The results of our survey showed that there was substantial improvement in coping strategies and the level of burden. Similarly another study “A Study of Socio Cultural Perspectives of Care Givers in Burden Coping Behavior in Bipolar Disorder and Schizophrenia Cases” by Ganguly et al. also proved that intervention sessions have a positive effect on the caregivers coping skills [4].  Similarly, another pilot study showed that caregivers with high levels of load were willing to participate and learn about stress reduction programs [33]. It was clear that chronic mental illness can be best handled by enhanced coping strategies, home based health promotion counselling. However, it requires emotional and physical support and commitment from the other family members and the society.  

			The findings of our study are of interest to rehabilitation professionals involved with mentally ill patients. One of the limitations was the lack of a control group and small sample size. Secondly, the authors did not analyze the relationship between socioeconomic status and the level of burden. However, the other factors such as the duration of care giving, effect of gender and effect of intervention on the level of burden were studied. There are many reasons why health professionals need to focus on caregivers. Patients themselves are more prone to have unmet needs if their health care provider holds a high level of burden/stress. Furthermore, as caregivers psychological needs increase, the patients’ activities may decrease. Caregivers provided with adequate coping skills, specific assistance, physical and mental health education programs and effective rehabilitation facilities can reduce their level of stress by empirically supported guidance program. Furthermore, longitudinal studies involving large sample size are important to identify evidence based interventions on specific illness. 

			Acknowledgment

			The authors extend their appreciation to the Deanship of Scientific Research, College of Applied Medical Sciences Research Center at King Saud University, Riyadh.

			Conflicts of interest

			 There are no competing interests for any of the authors.

			References

			
					Khandelwal SK, Jhingan HP, Ramesh S, Gupta RK, et al. (2004) India mental health country profile. Int Rev Psychiatry 16(1-2): 126-141.

					Thara R, Padmavati R, Srinivasan TN (2004) Focus on psychiatry in India. Br J Psychiatry 184(4): 366-373.

					Narekuli A, Raja K, Kumaran S (2011) Impact of physical therapy on burden of caregivers of individuals with functional disability. Disability, CBR & Inclusive Development 22(1): 108-119.

					Ganguly K, Chadda R, Singh T (2009) A study of socio cultural perspectives of care givers in burden coping behaviour in Bipolar disorder and schizophrenia cases. International Journal of Psychosocial Rehabilitation Vol 13(2) 93: 103.

					Agrawal GJ (2013) Burden among caregivers of mentally-Ill patients: A rural community-based study. Int J Res Dev Health 1(2): 29-34.

					Shah AJ, Wadoo O, Latoo J (2010) Psychological distress in carers of people with mental disorders. Br J Med Pract 3(3).

					Brodaty H, Donkin M (2009) Family caregivers of people with dementia. Dialogues Clin Neurosci 11(2): 217.

					Gonyea JG, O’connor M, Carruth A, Boyle PA (2005) Subjective appraisal of Alzheimer’s disease caregiving: The role of self-efficacy and depressive symptoms in the experience of burden. Am J Alzheimers Dis Other Demen 20(5): 273-280.

					Clare L, Wilson BA, Carter G, Breen K, Berrios GE (2002) Depression and anxiety in memory clinic attenders and their carers: implications for evaluating the effectiveness of cognitive rehabilitation interventions. Int J Geriatr Psychiatry 17(10): 962-967.

					Cooper C, Katona C, Orrell M, Livingston G (2006) Coping strategies and anxiety in caregivers of people with Alzheimer’s disease: the LASER-AD study. J Affect Disord  90(1): 15-20.

					Vitaliano PP, Zhang J, Scanlan JM (2003) Is caregiving hazardous to one’s physical health? A meta-analysis. Psychol Bull 129(6): 946.

					Chen WC, Chu H, Lu RB, Chou YH, Chen CH, et al. (2009) Efficacy of progressive muscle relaxation training in reducing anxiety in patients with acute schizophrenia. J Clin Nurs 18(15): 2187-2196.

					Pal G, Velkumary S (2004) Effect of short-term practice of breathing exercises on autonomic functions in normal human volunteers. Indian J Med Res 120(2): 115.

					Swartz JJ (2007) Program preferences to reduce stress in caregivers of patients with brain tumors. Clin J Oncol Nurs 11(5): 723.

					Peterson LG, Pbert L (1992) Effectiveness of a meditation-based stress reduction program in the treatment of anxiety disorders. Am J Psychiatry 149(7): 936-943.

					Nyklíček I, Kuijpers KF (2008) Effects of mindfulness-based stress reduction intervention on psychological well-being and quality of life: is increased mindfulness indeed the mechanism? Ann Behav Med 35(3): 331-340.

					Castro CM, Wilcox S, O’sullivan P, Baumann K, King AC (2002) An exercise program for women who are caring for relatives with dementia. Psychosom Med 64(3): 458-468.

					Salmon P (2001) Effects of physical exercise on anxiety, depression, and sensitivity to stress: a unifying theory. Clin Psychol Rev 21(1): 33-61.

					King AC, Baumann K, O’Sullivan P, Wilcox S, Castro C (2002) Effects of moderate-intensity exercise on physiological, behavioral, and emotional responses to family caregiving: a randomized controlled trial. J Gerontol A Biol Sci Med Sci 57(1): M26-M36.

					Bédard M, Molloy DW, Squire L, Dubois S, Lever JA, et al. (2001) The Zarit Burden Interview: a new short version and screening version. Gerontologist 41(5): 652-657.

					Mishra D, Singh H (2003) Kuppuswamy’s socioeconomic status scale-a revision. Indian J Pediatr  70(3): 273-274.

					Kumar BR, Dudala SR, Rao A (2007) Kundu AS: Kuppuswamy’s socioeconomic status scale-updating for 2007. Indian J Pediatr 74(12):1131-1132.

					Wilz G, Soellner R (2016) Evaluation of a short-term telephone-based cognitive behavioral intervention for dementia family caregivers. Clin Gerontol 39(1): 25-47.

					Mósca MdRA (2018) Influência da relaxação em utentes com dificuldade intelectual e desenvolvimental: visão dos cuidadores: Universidade de Évora, Portugal.

					McBee L (2008) Mindfulness-based elder care: A CAM model for frail elders and their caregivers: Springer Publishing Co, United States.

					de Vibe M, Huseby K (2016) Evaluering av et mindfulness-kurs for pårørende innen psykisk helse. Tidsskrift for psykisk helsearbeid 13(4): 352-361.

					Jing L, Lixue G, Liu Y, Yang D (2016) Effects of mindfulness-based stress reduction on anxiety and depression in spouses of patients with breast cancer. Chinese Journal of Behavioral Medicine and Brain Science 25(12): 1104-1108.

					Peterson CT, Bauer SM, Chopra D, Mills PJ, Maturi RK (2017) Effects of shambhavi mahamudra kriya, a multicomponent breath-based yogic practice (Pranayama), on perceived stress and general well-being. J Evid Based Complementary Altern Med 22(4): 788-797.

					Lee PS (1999) Theoretical bases and technical application of breathing therapy in stress management. J Korean Acad Nurs 29(6): 1304-1313.

					Miller B, Cafasso L (1992) Gender differences in caregiving: fact or artifact? The Gerontologist 32(4): 498-507.

					Yee JL, Schulz R (2000) Gender differences in psychiatric morbidity among family caregivers: A review and analysis. Gerontologist 40(2): 147-164.

					Zainuddin J, Arokiasamy J, Poi P (2003) Caregiving burden is associated with short rather than long duration of care for older persons. Asia Pac J Public Health 15(2): 88-93.

					Addison CC, Campbell-Jenkins BW, Sarpong DF, Kibler J, Singh M, et al. (2007) Psychometric evaluation of a coping strategies inventory short-form (CSI-SF) in the Jackson heart study cohort. Int J Environ Res Public Health 4(4): 289-295.

			

		

		
			Education and Stress Management Strategies on 

			Levels of Burden in Caregivers of Chronic Mental Illness Individuals

			Syamala Buragadda1, Ganeswara Rao Melam1*, Adel A Alhusaini1, Dharmendra Kumar1 and Sindhuja Subramanien2

			1Rehabilitation Health Sciences Department College of Applied medical sciences, King Saud University, Saudi Arabia

			2Kovai Medical center and Hospital, College of Occupational therapy, India

			Submission: October 06, 2019; Published: November 13, 2019

			*Corresponding author: Ganeswara Rao Melam, Rehabilitation Health Sciences Department, College of Applied medical sciences, King Saud University, Riyadh, Saudi Arabia

			Abstract 

			Objective: Vagaries of caregivers are quite commonly observed among patients with mental upset. There is a significant increase in the level of burden on the caregivers. This study aimed to identify the burden and coping strategies perceived by caregivers and to evaluate the effects of educational and stress management strategies on caregiver’s burden. 

			Methods: This is a pretest-posttest design. The Zarit Burden Interview Schedule and the Coping Strategies Inventory was administered to 50 caregivers—24 males and 26 females—aged between 20 and 65 years. Of these, 15 caregivers found to have severe burden formed the experimental group, which received the educational and stress management strategies. Interventions were carried out for 1 month comprising 8 sessions with emphasis on stress management and coping skills training. 

			Statistical analysis: The information collected was analyzed using t-test and ANOVA and significance was set at p ≤ .01.

			Results: The results showed that, of 50 caregivers, 10 (20%) had little or no burden, 13 (26%) had mild to moderate burden, 12 (24%) had moderate to severe burden, and 15 (30%) had severe burden. Use the coping strategies significantly reduced caregiver stress. Educational and stress management strategies enhanced the coping skills of an individual (p<0.01).Subsequently, using these strategies caregiver’s stress was reduced significantly (p<0.01).

			Conclusion: Caregivers provided with adequate coping skills, specific assistance, and physical and mental health education programs and effective rehabilitation facilities can reduce their level of stress through an empirically supported guidance program.
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Figure 1: Demographic data of the care givers.
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